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LETTERS TO EDITOR 


Messages from Friends 


Journals of this kind require the humanpower and clientele support, in 
ways other than funds. And in a country like India, it has to be groups in 
10 to 15 locations supporting the central idea of the journals, but going 
their own ways in understanding curtrent local realities. How do you get 
such ‘friends’ of the RJH ? That dialectical mode needs to be reinvented, 
where Gandhiji and the Naxalites left it. It would be flattering to re-launch 
the journal with such an ambitious co-objective, in which endeavour count 
on the support of this retired person living in Delhi. 

New Delhi R Srinivasan 


I am so pleased to learn that RJH is going to be published once again. 
...1 dream of a society which results out of integrated and sutainable 
development where medicine is redundant because health will have 
become inevitable. 

Kozhikode Mundol Abdullah 


We are glad to learn that RJH will make its appearance soon. It is a 
welcome step as there are very few journals at present focusing on inter- 
disciplinary approach to social sciences and health. 

Wardha S N M Kopparty 


I am happy to learn that you are restarting RJH. I hope you will be able 
to publish it for a considerable time despite the odds at play in our society. 
Nellore M S P Rao 


(On this page we will publish letters to us as well as circulars meant for 
a larger readership. We invite you to write. Keeping in mind the space 
limitation, please keep communications brief —Ed.) 
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Atomised Approach 


The new approach to the control s tuberculosis is yet another techno- 
managerial fix. 


THE recent resurgence of communicable diseases for long thought to have 
been brought under control, is an expected outcome of a combination of 
factors: falling living standards due to decreasing real wages, freezing of 
employment opportunities, dipping nutrition levels, breakdown of sanitary 
measures and debilitated public health services under the auspices of 
adjustment policies. However, a morbid population in the long run is 
economically unproductive and provides, eventually, a mass base for coa- 
lescing people’s demands and protests. And that is not exactly part of the 
blueprint of the institutions which are prompting third world countries to 
adopt new economic policies. The World Bank for instance, has responded 
in a typical fashion; it has constructed social safety net programmes and 
fashioned ‘new’ approaches to disease-control, which seek to resolve in a 
techno-managerial fashion, problems which are rooted in the larger socio- 
economic situation. The revised strategy for tuberculosis control, termed 
directly observed treatment (DOT) proposed in consultation with the World 
Health Organisation is one such international prescription. 

This new strategy, which derives its urgency from the AIDS/HIV 
epidemic, is being popularised and enforced in various quarters since 
1992. It has a strengthened leadership from a central unit, standardised 
short course regimens under direct supervision for all patients (but 
especially those confirmed as sputum positive cases), regular supply of all 
essential anti-tuberculosis drugs and diagnostic material and a monitoring 
system for programme supervision and evaluation following WHO guide- 
lines. The ultimate objective of the revised strategy is to cure 85 per cent 
of newly confirmed sputum pene cases and detect 70 per cent of 
existing cases by 2000 AD. 

Mehsana district in Gujarat, one municipal ward in Bombay and one chest 
clinic area in Delhi are three venues in which pilot projects are being run 
with funds from a previously underutilised SIDA grant. The larger project 
for the World Bank will be established in the states of Gujarat, Kerala, 
Himachal Pradesh, Bihar, West Bengal; in metropolitan cities like Banga- 
lore, Bombay, Calcutta, Delhi, Hyderabad, Madras as well as Bhopal, Jaipur, 
Lucknow and Pune, which are cities of intermediate size. This will be 
financed by a loan from the World Bank to the tune of US $ 20 million. 

It is amatter of concern that the India’s tuberculosis control programme — 
whose excellent design grew out of sociological, epidemiological and 
technological insights, is being overturned without adequate justification. 
The programme, which is integrated with the general health services, was 
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expected, from the start, to sink or sail with it. If it is has failed to live up 
to expected levels of efficiency, it is because of the socio-political and 
operational problems that beleaguer the public health services; namely, 
irrational and inadequate funding, misplaced programme priorities and the 
undermining influence of an unregulated private sector. The last factor is 
crucial and explains why an identical control programme works in an 
underdeveloped district but fails in a developed district. 

The imposition of DOT is set at a time when health care is no longer 
viewed as a right but as a priviledge that a certain section will be entitled 
to. Cutbacks in public spending along with privatisation and cost recovery 
schemes are resulting in curbs on the expansion of infrastructural facilities 
and making health care only more inaccessible and beyond the reach of a 
large section of the population. In the absence of universal coverage, even 
the most well laid out strategy runs the risk of failing. 

DOT is partly concerned with the standardisation and rationalisation of 
treatment regimens. This is an honourable enough objective. However, 
the new regimen being proposed is expensive and its inclusion is indefen- 
sible unless the added costs can be absorbed entirely by the state and not 
passed on to patients through the imposition of user charges. 

Equally, the emphasis on supervision of treatment poses a number of 
operational, social and ethical problems. While a concern about the 
patients’ adherence to treatment regimes is natural from a clinical and 
public health point of view, the objective goes a step further and is founded 
on the premise that patients cannot be trusted to take their medicines unless 
they are monitored by an external ageney. At one end of the spectrum are 
the hapless patients who now become targets in much the same fashion as 
‘eligible couples’ do under the family planning programme. However, 
there is a qualitative difference here as the state does not restrict itself to 
the role of a persuader but becomes an enforcing agency. The visible 
presence of a health worker during the consumption of every dose during 
the intensive phase of treatment militates against the principle of confiden- 
tiality between patients and the medical profession. Considering the fact 
that tuberculosis is known to create or aggravate the social disadvantages 
that certain sections of the population (such as women, disabled persons, 
non-wage earners) face in families and in communities, the repercussions 
of this loss of privacy for patients are tremendous. And at the other end 
of the spectrum are the supervising agents, the community level health 
workers (health post workers, multipurpose health workers, etc.) who are 
already laden with the task of meeting unrealistic family planning and 
health programme targets under adverse working conditions. Under the 
circumstances, the necessity of supervising treatment will not only be 
additionally burdensome but will engender an atomised understanding of 
health that will only alienate them from the community. 

—Aditi Iyer 
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Beyond Economics 


The debate on structural adjustment programmes has so far sidelined a 
most significant factor: India’s political system which by its very nature 
ensures that the vast masses remain disenfranchised. 


IN India the structural adjustment and economic stabilisation programmes 
were set in motion in 199]. It may be argued, therefore, that it is too soon 
to assess the Indian experience. However, for a large part of the develooing 
world the 1980s was a decade of adjustment. And there are enough 
pointers available from the experience of other countries. What stands out 
is that the performance of structural adjustment programmes (SAP) in 
terms of their own objectives — rectifying fiscal and balance of payments 
imbalances and raising the rate of growth — cruelly affects the social 
consequences of these programmes. 

Among the countries following SAP the experience has been mixed; 
Indonesia has combined SAP with rising investment and growth; on the 
other hand, in Argentina and Zambia there has been a decline in per capita 
incomes and investment. Despite the variations, the balance of experience 
in Latin America and Sub-Saharan Africa, two major areas implementing 
SAP, has been negative. Each region taken as a whole exhibited declining 
per capita incomes and investment and accelerated inflation in the 1980s. 
Among countries implementing SAP in Sub-Saharan Africa, three-fourths 
had declinig per capita income and half, declining investment and accel- 
erating inflation. In Latin America and the Carribbean, more tha 4/Sths of 
countries had negative performance in terms of per capita investment and 
incomes. 

How SAP affects the condition of the mass of the people 1s determined 
by three principal factors: (a)through incomes, which are affected by 
changes in employment, wages and income from self-employment; (b) 
through prices of basic goods, especially food; and through the availability 
of essential services normally provided by the state notably health and 
education. In Latin America the GDP per capita fell in 18 countries and 
rose or remained the same in five. In Africa the GNP fell in 26 countries 
and rose or remained unchanged in 12. The overall experience has been 
that SAP tended to depress real wages as control over money wages is 
combined with devaluation and price decontrol. Evidence for Latin America 
shows that average real wages declined in the majority of the countries. In 
Africa real wages declined in 16 out of 18 couniries. 

Stabilisation and adjustment policies lead to reduced employment and 
fall in real wages in the short run; but the hope is that new, more productive 
employment opportunities will come up over time. However, evidence 
shows that employment growth slowed down in most countries in Latin 
America and Africa in the 1980s. For Latin America as a whole it has been 
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estimated that in the 80s four million fewer jobs were created than if pre- 
SAP trends had continued. In both Latin America and Africa, in response 
to the slow growth of employment in the formal sectors, the proportion of 
the labour force engaged in the informal sector rose significantly in the 80s. 
This led to depressed average wage and income levels. 

Coming to government expenditure on social services, the evidence 
shows that aggregate per capita government expenditure declined in both 
Latin America and Africa. Within this there was a decline in the proportion 
of expenditure on health and education. As many as 60 per cent of the 
countries experienced cuts in per capita expenditure on health and education. 

On the basis of all this evidence, which incidentally is from evaluations 
of SAP by organisations such as the World Bank and the UNICEF, do we 
then take a stand against the implementing of SAP in India ? But take alook 
at India’s own record after four decades of economic planning and state 
regulation, a large public sector and an economic policy with social justice 
and equity as conscious objectives. 

In terms of the UNDP’s human development index India ranked 123rd 
among 160 countries in 1990. Other facts are well known and hardly need 
to be reported here. The employment growth has barely kept pace with the 
growth of the population, and over long periods it has fallen short of it, such 
as in the period since the mid-1980s. In 1991, only one half of the 
population were literate with two-thirds of women illiterate. The average 
number of years of schooling is 2.4 compared to 8.8 in South Korea and 
5.3 in Malaysia. The infant mortality is 79 per thousand. There are vast 
variations in these indices over the country, with the situation being much 
worse in some of the biggest states such as Uttar Pradesh, Bihar and 
Madhya Pradesh. There has been a slowing down of employment growth 
to 1.8 per cent in the second half of the 1980s from 2.1 per cent earlier. 

These statements are not intended to be comprehensive, but to drive 
home the point that if the performance of SAP has been dismal, our own 
performance has been nothing much to write home about. How can we 
explain that the share of primary education in total government expendi- 
ture in eduation has dropped from 58 per cent in the First Five Year Plan 
to 29 per cent or in health, the comparable neglect of preventive and social 
medicine ? 

The current debate on economic development has tended to focus on 
issues — planning versus free market, open economy versus import 
controls, export-led growth versus import substitution or public sector 
versus private sector — which largely leave untouched the abysmal 
performance of the Indian state: There are yawning gaps created and 
perpetrated by the Indian political system . A system geared to constituting 
the political authority at the national and state level, nothing below that, 
with many of the states as large as countries. The result is that despite 
universal adult franchise the vast majority of the people are effectively 
disenfranchised. But no party is seriously concerned with this; no fuss is 
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being made over the fact that in many states local elections as required in 
the 73rd and 74th Constitutional amendments have not been held. This 
then is the central issue in Indian political economy, and it is time we 
grappled with it. 


Through a Bhopal Prism : 


The experience of the victims of Bhopal is being mirrored everywhere: 
the powerless continue to be victims of disasters—chemical, natural, 
economic and social. 


OVER the last decade literature on the critique of health has accumulated 
at arapid pace. This has led to a qualitative change in the outlook of the 
social sciences towards health care and medicine. While many factors 
have contributed to this, the cumulative experience of NGOs, health 
activists, trade unionists, medical professionals and the progressive move- 
ment in Bhopal has been a major contributor to the deepening of our 
understanding of the political economy of medicine and health care. In the 
microcosm, Bhopal illustrates several elements of the progressive critique 
on health. ve 

First the disaster itself. Let us look at the ‘ifs’: if the Union Carbide had 
not found it necessary to use and store toxic chemicals; if the rules of 
industrial safety were more stringent the disaster would not have occurred. 
If the industrial locational policy had been better structured then the 
juxtaposing of habitats and a hazardous industrial plant would not have 
occurred, and then, even if a disaster had occurred, it would not have 
affected such large numbers. If the state had taken its ‘development’ 
concerns more seriously there would not have been the population of 
under- and unemployed who had migrated in search of work and were 
managing to eke out a living—unhealthy, unhappy— in the vicinity of the 
factory. 

Events immediately after the noxious gases escaped illustrate well just 
how anti-people the collusion between the medical establishement, corpo- 
rate interests and the state can turn out to be—neither the state nor the 
medical establishment, beneficiaries of the Union Carbide’s generosity at 
various times, were in a position to insist on information regarding the 
nature of the fumes, the antidotes and the method of treatment.In the 
following months the scientific and medical research establishment showed 
its incompetence. A country with ‘the one of the largest community of 
scientists’ could not put together relevant studies and surveys — not 
because it lacked expertise, but due to the fact that the scientific and 
medical research infrastructure had long lost the flexibility, the creativity 
and the sensitivity necessary for the furtherance of knowledge. Again, the 
delinking of medical research from health policy had been a matter of 
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concern for many years before Bhopal, a concern expressed in several 
expert committee reports. It was in Bhopal that the consequences of such 
a development became obvious. 

In the 10 years since the disaster, the world has seen the Indian state’s 
concern for the victims dwindling. The provision of medicare has followed 
set patterns of focusing on superspeciality care rather than ensuring that the 
day-to-day needs of the victim population is being met. The authorities could 
well have evolved a different ‘community-based’ approach to medicare here, 
but did not do so for more or less the same reason why the approach is given 
such desultory treatment in the country’s health care system: it is not visible; 
it means that control of services, however minimal, passes on to the people, 
and; the health bureaucracy experiences loss of control and power, following 
upon which, the political leadership too cannot use the provision of services 
as a pawn in petty games. 

Similarly, little serious attempt has been made to equip the victims with 
new skills and provide them with opportunities for economic self-suffi- 
ciency. The land and infrastructure set aside for the purpose of providing 
employment to the victims are, according to reports, being sold at high 
prices to entrepreneus who have no intention of creating jobs for the 
victims. No serious thought has been given to improving the living 
conditions of victims: at one point the local administration demolished a 
section of the bastis of the victims, and those remaining are in a worse 
state than before; the water supply such as there is, has been further 
contaminated. 

One may justifiably say that the non-establishment health and medical 
community has not exactly covered itself with glory in Bhopal. The private 
health sector is booming: fortunes it is said have been made by doctors and 
lawyers in Bhopal. Why did the conscience keepers of the medical 
community, presumably, the Indican Medical Council not ever examine 
the large-scale unethical practices in Bhopal? Nor have the NGOS in 
health shown either the maturity or the concern which should have 
overridden petty considerations. 

What is chilling is that what is happening is Bhopal is happening in a 
slow and long-drawn out fashion all over the country. The powerless and 
those without a voice are becoming victims of continuing disasters, small 
and large, within factories and outside. The fragmentation in welfare 
services is more or less complete and is today further detached from 
provision of basic economic necessities: by the rules of the current 
eonomic policy regime, welfare services form part of the ‘safety net’ 
which is to take care of those affected by supposedly short term con- 
sequences of the new policies. The truth however, is very different. And 
itis more than likely that Bhopal will not be a unique occurrence, but will 
be repeated many times in many developing countries. 


—Padma Prakash 


CO 
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Disease, Death and Local Administration 
Madras City in Early 1900s 


V R Muraleedharan 
D Veeraragahavan 


A complex of forces contributed to the shaping of the contours of 
colonial health policy. This article, which looks at the process of policy 
making in the port city of Madras in the early 1900s, explores the 
following: the different opinions which prevailed among municipal 
councillors regarding the effectiveness of certain policy measures, 
such as the maternal and child health scheme, the need for a special 
infectious diseases hospital,etc and the real and imagined constraints 
to the intervention of the colonial state in public health. 


WHILE the broad outlines of the development of colonial health policy 
both at an all-India level and at regional levels have been fairly well drawn, 
the policies pursued in certain important urban centres, such as in the port 
city of Madras, have received far less attention.[1] Such micro-level 
studies can provide a better appreciation of the nexus of forces that shaped 
the policy making process and the decisions that emerged ultimately. In 
this paper, we take up the case of the colonial port city of Madras in the 
early decades of the present century, and give an account of the role of the 
municipal council of the corporation of Madras in shaping the nature and 
direction of its public health policy. We do not attempt here to evaluate the 
impact of the policies pursued by government. We are more concerned 
with understanding the perceptions of policy makers’ on the nature of 
health problems specific to urban centres and the basis on which certain 
decisions were made. The following are some of the specific questions we 
are concerned with: what were the different positions adopted by the 
municipal councillors regarding the effectiveness of certain specific 
policy measures?; how much of importance did they give to prevention?; 
what sorts of constraints did they foresee and did they advance as reasons 
for supporting or opposing certain policy measures?, etc. 


I 
Concern over High Mortality 


The question of high mortality rate in the city of Madras often drew the 
attention of the municipal council but with little K C Desikachariar, a vocal 
members of the council, demanded an explanation for the increased 
mortality rate in the Madras city in the year 1904, the president of the 
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council stated that it was due to the increasing population of the city, 
insanitary living conditions and overcrowding. This was, in fact, a stock 
explanation often given to justify the govenment’s inability to improve the 
health of the city. These apart, sometimes, the sudden peaks in mortality 
rates were also explained by the councillors in terms of outbreaks of 
epidemics such as the influenza of 1918 or famines. 

The councillors’ concern for poor state health of the city is evident from 
the nature of discussions that took place in the council. There were 
considerable differences amongst them as to the causes for the poor state 
of health. Consequently, their policy prescriptions to improve the health 
of the city also differed. . 

While in general the councillors accepted the fact that the overall 
insanitary conditions of the city was largely responsible for the poor 
health, they felt inapt to do anything as it was basically a consequence of 
the low level of living standards of the various sections of the people. For 
example, the Paracherries (slums where only the socially low class people 
lived), which numbered 105 in the city in 1910, were viewed by many 
council members as hot beds of diseases. The government did make a few 
but unsuccessful attempts to erect model Paracherries in the city. There 
were three model Paracherries in the city by 1910 which was claimed by 
the Corporation to be “ undoubtedly a success from every point of view 
except the financial one”[1]. The remaining 102 Paracherries privately 
owned, were in the “populous parts” of the city. The corporation often 
complained that it could exert only little pressure on these private 
Paracherries to improve their sanitary conditions. Only in two cases the 
owners provided drains “at the instance of the Corporation”. 

As mentioned earlier, while the council unanimously accepted that 
the city’s health was poor and was deteriorating over the years, the 
members differed as to what they should do to improve the situation as a 
result of what they ‘perceived’ as constraints in implementing various 
policy measures. 

Broadly speaking, the dicussions that took place in the council in early 
the decades of the century can be summarised as follows: since clearly it 
was not possible to expect the colonial government to effect significant 
changes in the socio-economic structure, the council had to limite options 
for improving the health of the city: one option was to reorganise the 
health department in such a way that would increase its efficiency, and 
and other was to initiate certain measures that would directly help reduce 
deaths due to specific causes. 

A section of the councillors feit that the health of the city rested fully 
on the health of the health department. Hence, they argued that, only if the 
department was improved could the city’s health be improved. One of the 
ways by which they sought to improve the efficiency was to get rid of the 
excess staff. A committee was appointed in 1906 by the council to decide 
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the extent to which the department could cut down on the number of health- 
peons employed in the city. The question was, did the 250 health-peons 
employed by the department justify their existence. E S Lloyd, the 
president of the council in 1906, had categorically stated that, 
Neither I nor the Health Officer nor the commissioners think for one moment 
that they are all alike useless. That will be going too far but our opinion is they 
are not useful enough to deserve the large amount of money spent upon them. 
What we mean to do is to get rid of them and put men holding higher 
appointments in their position. The opinion of many of us is that we have too 
many subordinates and not nearly enough of highly paid officers [2]. 


The committee thus suggested a reduction in the number of health- 
peons, while at the same time recommended an increase in the number 
of sanitary inspectors and an additional health officer [3]. Another 
suggestion for improving the efficiency of the department was to effect 
a “complete separation between conservancy and sanitation works” [3]. 
T M Nair, one of the councillors (and a medical practitioner in the city) 
was a staunch supporter of this kind of change in the department. He 
argued that the system as it existed in 1907 resulted in one set of peons 
to supervise the removal of night-soil and another to supervise the 
removal of rubbish. He, hence, suggested pruning of staff besides merging 
some of the temporary plague establishment with a large number of 
vaccinators with other staff of the department. By 1907 there were 24 
vaccinators in the city but they were not engaged in vaccination work the 
whole day[3]. Much of their time was spent on hunting for the 
unprotected children. This, he suggested, “the Sanitary Inspector ought 
to be able to do .... as he goes around his division” in the city. “He has 
facilities for ascertaining where there are unvaccinated people. If this 
work is done by the Sanitary Inspector the work of the Vaccination 
Department becomes so little that eight vaccinators would be quite 
enough”. According to Nair, the government could also gain financially 
if the department were to be reorganised as proposed by him. But such 
arguments and suggestions were not always received favourably by other 
members of the council since they were not convinced of any positive 
impact such measures would have on the health of the city. 

A severe criticism on the efficiency of the health department came 
from U Rama Rau, a member of the council, in contrast to the widely 
prevailing perception that the root cause of ill-health of the city lay with 
people’s life style. While he did accept that “want of sufficient quantity of 
good water, and good drainage system [was] responsible to acertain extent 
for this state of affairs”, he believed very firmly that the inefficient 
management of the health department “as it exist now is one of the main 
causes’[4]. It is worthwhile to give some details of his argument since it 
reveals to a large extent the how policy makers often perceived certain 
issues and as a result what they prescribed as remedies. 
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Rama Rau’s main worry was to explode the myth that the city’s poor 
state of health was due to the faults of the people. T M Nair went a bit 
further saying that thé health department was inefficient because they 
themselves “have no sanitary knowledge”, which stood in the way of 
improvement [4]. Sanitary executives often blamed the people for home 
sweeping whereever they liked. “But the fact”, Rama Rau pointed, “is 
enough dust bins are not supplied. Such being the case it is but natural that 
people who are ignorant of sanitary principle throw rubbish outside the 
dust bins”. Hence, he argued, “the fault lies in the Sanitary Department”. 
Similarly, drains were rarely cleaned and never flushed. If by chance they 
removed the drains, the silt deposited by the sides of the drains remained 
there for days and sometimes for weeks. Besides, because of the habit of 
walking barefoot, people tread on silt and carried germs into their houses. 
That was one way of carrying contagion. The other way of carrying the 
contagion would be, when the silt dried when left for days “it gets blown 
all over the streets in the form of dust”. This would affect “meat sellers 
and trash selling women who invariably keep their bazaars near or over 
the gutters with eatables”. So, Rama Rau argued, the original cause was 
the lack of frequent cleaning of drains by the department and not the. 
insanitary habits of the people. The latter only aggravated the situation. 
Sirnilarly, Rama Rau identified the problem of adulteration of food stuffs 
as another cause for the poor state of health of the city originating from 
the department for the poor state of health of the city. There was hardly 

‘any inspection of vendors of foodstuffs though the corporation had the 
authority, under section 353 of the Madras City Municipal Act of 1904, 
“to make provision for the constant and vigiliant inspection of animal’s 
carcases, meat, poultry, flesh, fruit, miik, ghee, butter, oil, and any other 
articles exposed or hawked about for sale”’[4]. 

Disinfection of houses also, according to Rama Rau, did not take place 
in any useful manner. He cited many instances where disinfection was 
carried out six days after the occurrence of cholera. In addition, “the 
health subordinates exercise their authority and frighten people with 
different motives”. When they do house to house inspection, “the people 
who are in his good graces are let off, while others are worried and dragged 
to the Court unnecessarily”. 

Rama Rau’ s criticisms were designed to impress upon the executive of the 
council that the city’s poor health was due more to the inefficiency and 
mismanagement of the health department than due to other factors. A 
committee was appointed as a result to look into the working of the depart- 
ment and suggest ways by which its efficiency could be improved. But his 
scathing criticisms of the functioning of the department hardly had any effect 
on E S Lloyd, the president of the corporation in 1909, who retorted thus: 

Madras will not improve for another hundred years if people do not improve... 
It is true that we work with inefficient tools. It is true that some of the sanitary 
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staff are not very best possible men that you get... They are human beings like 
the Commissioners, but they do their best... If you become the executive you will 
be just as bad as we are [4]. 


Yet another retort came from R M Savage, a member of the council, 
who questioned the very purpose cf Rama Rau’s review of the functioning 
of the department. Savage bluntly said, “there is nothing new in what Mr 
Rama Rau has told us; he only repeated what we knew, and it is all ancient 
history”[4]. He thus maintained that the defects pointed out by Rama Rau 
“can never be remedied unless we are prepared to employ more expensive 
men... But we can not afford to pay... The department is absolutely helples 
so far as funds are concerned”. The executive even went to the extent of 
saying that some of the councillors were against the wonderful work done 
by the department because they were greedy to become the executives 
themselves and have power. Indeed there was nothing new in Rama Rau’s 
review of the department since these were often dicussed in the council 
in one context or another. However, the central question remained 
unanswered was: what are specific measures were that should be 
introduced by the corporation within the overall financial constraints that 
often supposedly stood in the way of improving the health of the city.? 

In what follows, we give an acccount of the measures contemplated 
and introduced by the municipal corporation of Madras in order to contain 
the high level of infant and maternal mortality and deaths due to smallpox 
in the city. 


II 
Maternal and Child Health Scheme 


Increasing infant and maternal mortality in the city had always 
received a wide publicity. One of the earliest steps taken by the corpora- 
tion of Madras specifically to counter the upward trend in infant and 
maternal mortality was to appoint lady sanitary inspectors (LSI) to teach 
infantile hygiene to “ignorant mothers”. By 1910 there were three LSIs 
in the city; each was expected to work in an assigned division of the city 
[5]. U Rama Rau had repeatedly questioned the usefulness of having the 
LSIs, since the infant mortality continued to increase even in those 
divisions where they were employed. He hence observed that “the efforts 
of the LSIs had no effect in reducing infant mortality”. His argument was 
more substantial in that he questioned not so much the idea of having LSIs 
as the way in which they had been trained. He argued, “the curriculum to 
train midwives and sick nurses does not include infantile hygiene... [they] 
know nothing beyond midwifery and sick nursing. Besides they don’t 
inspect houses and teach infantile hygiene as they ought to do.” Besides, 
each of them was able to visit only three houses a day on an average. How 
they utilised their time “God only knows!”[6]. Rama Rau’s criticism was 
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mainly against the lack of knowledge and training of the LSIs employed 
by the corporation. In his view , it was, therefore, a wasteful exercise and 
a waste of “poor rate payers’ hard earned money.” 

However, much against such criticisms the corporation continued to 
employ more LSIs in the city, and in 1917 it inaugurated a new scheme 
called child welfare scheme (CWS). Introduced initially in only two 
centres in the city, the scheme was extended to six more centres in the 
following five years and gradually established outside Madras city as well. 
Its objects were “not to relieve Municipal Councils and District Boards of 
their responsibilities, but rather to guide, advise, and assist these local 
bodies in their effort to ameliorate the conditions” [7]. Under this scheme, 
each centre would be provided with a trained midwife who would attend 
to deliveries in a particular region within the city. In addition the midwife 
was also expected to visit the houses of puerperal women and keep arecord 
of their progress. Administratively, all these centres were under the care 
of alady superintendent, who was a medical doctor. Although this scheme 
became popular over the years, its progress was slow in its early years. The 
superintendent of the scheme as well as the surgeon-general with the 
government of Madras felt that the scheme needed a thorough overhaulling 
of its defects before expanding it further. The superintendent wrote cleary 
in one of her letters to the surgeon-general in 1923 that, 

...in 98 per cent of the cases registered at the CWCs it is not possible for the nurse 
or the doctor to treat the patient in the home owing to lack of accommodation, 
filthy habits and ignorance of the people and to the crowding in of equally 
ignorant relatives, each with his or her advice as to what the doctor should do, 
not to mention the want of aclean linen, suitable food and (what most disgraceful 
to this Corporation) even a clean supply of water. Under these circumstances, 
it is in the interest of the patient to get her to hospital where she will have the best 
treatment under the best possible conditions [8]. 


Some of the councillors felt that there was more talk than action in this 
regard. While some of them were disappointed (that in their divisions) 
where such centres were located infant mortality did not decrease appre- 
ciably, there were others who felt that but for the CWS the mortality might 
have gone up still higher. But the opposition to the scheme came from 
another set of councillors who were “perfectly convinced that CWS was 
not doing good work.” [8]. B S Mallayya, a very vocal member in the 
council, who was also a medical doctor practising in the city, was against 
any expansion of the scheme on the existing lines. He was not against the 
scheme in principle but he was not happy about the kind of workers 
employed under the scheme. His argument was to replace the existing 
midwives with good workers: “[otherwise] it is no good wasting the 
Corporation money on the scheme.” | 

These midwives were trained only for a year but, as Mallayya argued, 
were given “powers far beyond their scanty knowledge justified”. They 
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had been allowed to act on their initiative during childbirth and had been 
“the cause for many diseases.” Maliayya thus suggested that these mid- 
wives should be always accompanied by a medical officer. What would 
happen otherwise was difficult to imagine, Mallayya feared: 
...some of these nurses are adacious enough to bring on labour pains by giving 
quinine pills, pull on the chord and invert the uterus in their attempt to deliver 
a placenta, treat a case of Pneumonia complicating child birth with purgatives 
and pour plenty of tincture of iodine into the ear of the ailing infant and all this 
in the name of the Corporation [8]. 

Cleaniness and asepsis were dreamt of, rather than experienced by the 
midwifery practice of the corporation child welfare and maternity scheme. 
“It is high time to stop them... Ido not want the fair name of the Corporation 
to be run down by these midwives... If midwives cannot practice asceptic 
midwifery how are they better than the Barber Midwives?”, reflected 
Mallayya. Conflicting figures were given by various members of the 
council, depending upon their position for or against the continuation of 
the scheme. However, it is difficult for us to comment here on the impact — 
of this scheme on infant and maternal mortality rates. 

Those in support of extending this scheme (such as Natesa Mudaliyar, 
a member of the council) argued that since the need for this scheme had 
been felt rather deeply, we must “have them first and then mend them” 
slowly over a period of time [8]. They argued that it was not necessary 
to wait until a special cominittee evaluated the working of the scheme 
and made corrective measures, since “[the Corporation has] no right to 
keep the people waiting”. As V Tirumalai Pillai, president of the council 
in 1924, put it: “half a loaf is better than no bread”, meaning that higher 
efficiency could always be achieved as more experience was gained over 
aperiod of time [9]. But inefficiency of midwives was not the only account 
on which this scheme was opposed. For instance, some of the members in 
the council also argued that the scheme was not cost-effective. Mallyya 
argued that it was hardly more cost-effective than the institutional care 
given by the corporation maternity hospitals in the city. His calculation 
showed that “on an average a delivery at home costs a poor man Rs 30, and 
the Corporation has to spend another additional Rs 12 on it, if it is 
conducted by our Child Welfare workers, while the average cost of 
confinement in the Corporation Maternity Hospital with lodging, feeding, 
linen and all including was only Rs 14”[8]. The amount spent by a poor 
man if the delivery took place at home would include basically the cost of 
lodging and feeding the barber women and the cost of medicines and other 
things required for the health of the mother and the child. Besides, there 
was no assurance of the quality of care guaranteed in state-maintained 
hospitals, Mallayya argued: 

The object of eliminating the barber wife (commonly known as 
maruthuvachi) and replacing them with trained midwives was not easy to 
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achieve in practice as long as deliveries were conducted in private houses 
and as long as the corporation employed inexperienced midwives with 
little training whose utility, however, was constantly questioned. The only 
alternative for improving the maternal and health, according to those 
aganist the existing CW scheme, was to open a number of Maternity 
Homes in the city, each with about 10 beds, staffed by “the very best and 
highly trained nurses. : : 

While some of the doctor-members of t the council themselves differed 
on the usefulness of opening more such centres in the city for want of 
‘competent staff’, the scheme nonetheless expanded slowly and became 
firmly a part of the maternal and child health care policy for the entire 
Madras Presidency. The problem was essentially one of finding a balance 
between quality of care and quantity of care. This tussle troubled the 
councillors. Quality of care suffered not only from the inefficiency of the 
department and lack of financial resources. Often, it also suffered from 
hesitancy on the part of the policy makers in adopting certain medical 
interventions available and known to be effective against specific diseases 
such as the policies pursued for controlling smallpox in the city of Madras 
in the 1920s. 


Ill 
Smallpox Control 


Frequent occurrences of smallpox in the city of Madras despite the on- 
going work of the vaccination department, raised several important 
questions. Typically, the following cryptic comment of T M Nair made in 
1911 in this respect illustrates the the perception of many concerned 
authorities: 

We have unfortunately got into a groove so far as vaccination is concerned. We 
are running into that groove without attempting to consider the scientific aspect 
of it. The question is whether our vaccination is satisfactory; whether we have 
vaccination which will prevent smallpox ? Vaccination as conducted now does 
not produce requisite immunity from smallpox [10]. 

Nair supported his view with figures that could hardly be contested by 
anyone in the council. His figures for 1911 on deaths in Madras city due 
to smallpox revealed that except among those aged less than one, deaths 
among the unvaccinated was always lower. The council was puzzled as to 
why there should be this preponderance of deaths among the vaccinated. 
He explained this phenomenon by blaming largely the ineffective han- 
dling of the lymph resulting in loss of potency before use. 

It was in such an atmosphere of scepticism that the corporation of 
Madras tried (in vain) to make revaccination compulsory. The council was 
not unanimous in supporting the policy of compulsory revaccination. 
While some of them were highly apprehensive about people’s acceptance, 
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others were not even convinced of its scientific status as a preventive 
measure against smallpox. This is evident from the discussions that took 
place in the council during 1923-24 which show clearly how factors other 
than financial constraints shaped the evolution of public health policy in 
colonial India. 

In May 1923 the council was debating whether or not to enforce the 
compulsory revaccination of children at the age of 10 in the city of 
Madras. A standing committee appointed to study this subject recom- 
mended that revaccination “may be made compulsory between the age 
of 7 and 10 on the basis that smallpox is a disease of childhood”, since 
rarely did an adult suffer an attack [11]. The health officer of the 
corporation remarked in 1923 that, 

the best rule would be to revaccinate everyone living in Madras once in seven 

years. There must bea general legislation by the Provincial government insisting 

- upon revaccination being made compulsory on every individual oncein7 years. 

But my proposal was restricted to the first 10 years because if we are able io 

vaccinate children within 10 years of age it would be effective in warding off 

attacks in the case of a large number of children who are likely to get 
affected[11]. 

There were also other important reasons to make _revaccination 
compulsory, as argued by B S Mallayya. According to him, smallpox: 
seemed to have a cyclical reappearence in the city. He observed that “it 
assumes severe epidemic form once every five years. The next was 

expected in 1927... The present policy of waiting for the epidemic to 
develop before any preventive measures are taken to keep it down, always 
leads to criminal waste of life”[11]. He was convinced that no amount of 
lecturing, pamphlets, leaflets, evacuvation, removal to islolation hospital 
or disinfection would stop it. All these would only scare people even 
more. “Protection derived from vaccination against smallpox lasts for 7 
years. If everyone born or living in Madras 1s vaccinated or revaccinated 
once in every 7 years, Madras will be free from smallpox epidemics,” he 
opined. There was yet another reason, he explained, why smallpox 
returned in epidemic form though some vaccination work had been going 
on for some years in the city. That was because “the work turned out by 
the vaccination staff at present [in 1923] is inadequate to meet the demand 
of the city. They vaccinate 27,000 persons annually (ie, 5 percent of the 
total population of 5,25,000).” In five years, they would have vaccinated 
25 per cent of the total people, which left 75 per cent unprotected. “So 
smallpox steps in and tries to finish the work left undone by the vaccina- 
tors, and this accounts for the quinquennial periodicity of smallpox 
epidemics in Madras”. Therefore, Mallayya argued, revaccination at the 
age of 10 was desirable. Mallayya was, of course, aware that legislations 
alone would not prevent an epidemic: “What is wanted is mass education, 
public cooperation and solid work by our vaccinators.” In fact the health 
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officer opined that vaccination could be done at any age, citing the 
experience of Germany where even at the age of 60 people were revacci- 
nated compulsorily. 

But such views were also questioned by many members in the council. 
While there were a few who found it difficult to accept the scientific 
basis of revaccination, there were others in the council who called it 
useless and were ready even to challenge any authority on this matter. For 
example, V Ramakamath, a medical doctor from the city and a member of 
the council in 1923, questioned the wisdom of making revaccination 
compulsory: 

[the council should first] make up its mind to find out the efficacy of vaccination 
in protecting children or the adults before we rush into legilation. I, as as 
practising doctor, find it rather delicate to give my opinion about this because 
men more eminent than myself have come to the conclusion that vaccination is 
the only method of preventing smallpox. But I feel at the same time to bring it 
to the notice of the house that there have been cases which have come to my 
notice where children who have been vaccinated have suffered really from a 
very severe attacks of smallpox[11]. 


The best thing to do before rushing into legilation under such circum- 
stances, according to Ramakamath, was to enquire into the state of affairs 
in England and other places, particularly the state of legislation there and 
how things were managed . The health officer of the corporation admitted 
that “the immunity given by vaccination is certainly a matter of great 
controversy”’ but held that “vaccination is certainly a protection against 
smallpox...[only] the figures collected [by the government] probably go 
against the theory of vaccination ... because of lack of reliable statistics.” 
He used the statistics at his disposal to support his position: about 8 to 10 
per cent of the vaccinated children under 10 years suffered from smallpox 
if vaccinated, while it was 16 per cent if unvaccinated; the mortality in 
unvaccinated cases was something like 35 to 40 per cent, whereas the 
mortality in the vaccinated was invariably less than 10 per cent[11]. 

Often the use of ineffective lymph also raised doubts about the principle 
of vaccination itself. There were occasions when the director of the King 
Institute admitted that the lymph produced by the Institute was “distinctly 
bad”[11]. But the government would not own such mistakes and invari- 
ably blamed the vaccinators for deaths among the vaccinated. 

However, the question remained as to what was the ideal age group in 
which revaccination should be done. As a result a series special 
committees appointed to decide on this issue, it was finally decided: 

[that] all persons who have attained the age of 21 years and who have not been 
revaccinated within the last seven years be at once revaccinated and that every 
individual should be revaccinated on occasions during his or her life time, 


namely before the age of 1, 10, and 21 years and at any age when epidemic of 
smallpox is prevelant.[12] 
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The concern for quality of care in the case of smallpox was not confined 
to the application of vaccination alone. When it came to providing 
institutional care for the smallpox patients in the city, the question of 
physical accessibility to hospitals brought out clearly again the council’s 
policy of compromising quality of care for quantity. 

We trace a series of interesting events that took place from the time the 
government of Madras and the corporation of Madras began to evince an 
interest in constructing a separate hospital for treatment of infectious 
diseases in the city of Madras. Although on a number occasions prior to 
1898 the question of providing special care for people suffering from 
infectious diseases engaged the attention of the government of Madras, it 
only acted in 1898. Prior to that, the contagious wards at the General 
Hospital in Madras were used only to accommodate cases accidently 
arising in the hospital itself. This policy, carried out under the orders of the 
surgeon-general, denied accommodation not only to the natives but also to 
the European patients suffering from contagious diseases. Binny and 
Company, representing the European and Eurasian patients, brought to the 
notice of the government in early 1898 the “danger and inconvenience” 
arising out of such a policy. As a result, the government consulted the 
surgeon-general as to what should be done to provide care for such 
patients. The surgeon-general suggested construction of a “proper isola- 
tion hospital” for all classes in the city for treatment of contagious diseases 
[13]. But the corporation of Madras pleaded ‘impecuniosity’ and said that 
the erection of the proposed hospital for contagious diseases fell more 
within the scope. of the Imperial funds [14]. The city was certainly 
suffering from a heavy outbreak of plague during late 1890s causing huge 
expenditures for the municipality. Hence they argued that “the construc- 
tion of the hospital was beyond their means and that they could do no more 
than add more wards at the Moneger Choultry or Kistnampet (where some 
temporary tents were erected to accommodate the natives]”; and as for the 
European and Eurasian patients, the corporation suggested that they may 
be received at the General Hospital whenever accommodation was avail- 
able. The council thus resolved that such a practice should continue “until 
all fears of plague vanished”[15]. The surgeon-general who was disap- 
pointed with the response of the council remarked thus: 


In my opinion the matter does not appear to have received that attention which 
the importance of the subject demanded. The commissioners [i e, the members 
of the municipal council of Madras] appear to me to have failed to realize their 
responsibility in providing the city with such an institution which is necessary 
to avoid the more important hospitals at the Presidency being required to admit 
contagious cases into their wards for want of other suitable accommodation... 
I need hardly point out that expenditure in this direction is conducive to the 
health of the population and certainly of a much more urgent and useful nature 
than providing the city with gas light[14]. 
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The last line in the above quotation acquires importance since steet ; 
lighting in the city of Madras was becoming an important activity for the 
government and was being carried out quite intensively during 189(s. 
The surgeon-general found it difficult to convince the council of his views. 
Instead, he suggested that the government should constitute a committee 
to draw up ascheme “which might be taken on hand as soon as the pressure 
on municipal finance was over”[15]._ A committee was thus formed in 
October 1898. But there were many who questioned the usefulness of such 
an exercise. As R E Ellis, the acting president of the Madras municipality 
in 1898, who also headed the committee, himself put it: 

I fail to see what benefit will be derived by the formation of a committee. We all 
know that it is most desirable that there should be a hospital for the accommo- 
dation of contagious diseases. We all konw that the municipality has no funds. 
The question is who is to provide the hospital. If the committed can settle that 
point, by all means let it be assembled [16]. 

However, the committee submitted its report in April 1899, suggesting 
postponement of the issue, for the following reasons: 

..the question of constructing a contagious diseases hospital for the city of 
Madras be deferred in view of the fact that the establishment of the George town 
hospital was practically in abeyance, of the stress under which the Municipality 
was labouring owing to plague expenditure and of the practical impossibility of 
constructing and maintaining such hospitals; 
and 

that when Madras was declared free from the danger of plague and the existing 
precautions were suspended, the plague hospitals and camps could readily and 
economically be adapted for the purpose [17]. 

Such recommendations were readily accepted by the government since 
expenses as a result could be postponed at least for the time being. Thus 
the government refrained from taking any action in this respect until 1905, 
when an European suffering from smallpox living in the premises of P Orr 
and Sons was denied accommodation both in the Genear! Hospital and in 
the Isolation sheds at Rayapuram, even though it was available [18]. The 
Madras Trades Association, through whom this matter was brought to the 
notice of the government, urged that the governement should impress upon 
the Corporation the necessity of providing accommodation for infectious 
cases, quoting section 362 of the Madras City Municipal Act, 1904, “ that 
the Corporation, when and as required by the local government, shall 
construct and maintain hospitals”[18]. 

It was no longer possible for the government to defer a decision on this 
matter. The difficult conditions which justified postponement of the issue 
in 1899 had not improved even by 1905. The financial position of the 
corporation in 1905 continued to be in the same state as in 1899. The 
expenditure on plague by the municipality, had in fact, increased, and there 
was no possibility of reducing any expenditure on plague which had 
become indigenous in the city itself. The government accepted that: 
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this matter should no longer be deferrd, as the supply of a hospital for the 
treatment of infectious diseases constituted one of the most pressing wants of 
the city, and could not be indefintitely be postponed ...if action is to be deferred 

until all danger of plague ceases, it may be deferred for ever [18]. 

But such an acceptance by the government did not bring any im- 
mediate relief and care to the patients. It took almost a decade to begin 
the construction work for the proposed hospital. Having accepted that 
the construction of an isolation hospital could no longer be postponed, 
the government reassembled in 1905 the committee appointed in 
1898 to prepare “practical proposals” in regard to the site and con- 
struction of the hospital, and to draw up the necessary plans and esti- 
mates[18]. 

The committee recommended a “distinct smallpox hospital” for the 
City, besides two hospitals for other infectious diseases (one in the north 


and one in the south of Madras). The committee also suggested a separate 


site for each of these hosptials. The existing smallpox hospital, to be 
located north or north-west of the Lunatic Asylum, was to consist of 30 
beds for native males, 20 beds for native females, 12 beds for European and 
Eurasian, six each for males and females.As for the other two hospitals for 
other infectious diseases, it recommended that one should serve the needs 
of the north Madras and the other of the south. While the committee 
suggested a new site for the north, it considered the existing Isolation 
Hospital at Kisnampet to be adequate for the south of the city [19]. But 
these sites were not favoured either by the sanitary commissioner and the 
Madras government’s sanitary engineer. They objected to the site pro- 
posed by the committee north or north-west of the Lunatic Asylum on the 
ground that it had already been selected by the government to locate the 
head works of a new water supply scheme. Their objections to the location 
of a hospital for infectious diseases in the north of the City was on the 
following grounds: (a) that the site was too small; (b) that the site was in 
the midst of the densely inhabited part of Georgetown of the city; and (c) 
that it was ‘entirely surrounded by buildings preventing any ventila- 
tion[19]. The sanitary commissioner instead proposed a larger site near the 
Rayapuram Military Hospital for both smallpox and other infectious 
diseases. This new site was roughly three times the size of the site 
suggested by the committee for the infectious diseases; the new site was 
“open to the breeze ‘from the north, west and south and had no dwelling 
houses in its vicinity”[19]. But this time it was the turn of the corporation 
of Madras to object to sanitary commissioner’s proposal: 
the Corporation disapprove of the site recommended by the Sanitary Com- 
missioner as being in too crowded a locality fora hospital for infectious diseases; 
they also disapprove of the amalgamation of a cholera and small-pox hospital 
on one site; they recommend that two small-pox hsopitals of 40 beds each be 
built, one for the northern and one for the southern portion of the city; they 
approve of the construction of quarters for a hospital staff.’ 
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This new site recommended by the sanitary commissioner, “must be 
defintely abandoned”, the corporation argued, since, apart from the fact 
“that it would be extremely inadvisable to place both hospitals permanent- 
ly onthe same site”, amodel Paracherrito the north of this site was coming 
up, and to the west of this site extensive quarters for the Railway servants 
was under construction [20]. 

The corporation after much deliberation agreed that, . 


...there was no immediate necessity to consider further the question of a hospital 
for infectious diseases apart from small-pox. The old military hospital [in the 
north of the city] is now in use for the purpose and is capable, if necessary, of 
considerable extension, while the Kistnampet hospital supplies the needs of the 
southern part of the city. The evil at present is that small-pox cases have also to 
be admitted to these hospitals and the first thing to do is itt oe: to provide for 
such patients elsewhere. [21] 


The question now before the corporation and the government of Madras 
was to decide whether to have two separate smallpox hospitals (one each 
for the northern and southern parts of the city), or, to have a single central 
smallpox hospital for the city. 

_ The issue was ultimately linked to the availability of funds. It was 
around this period (1905-1910) that the corporation had decided to 
implement huge drainage and water-supply schemes in the city, but it 
could not at the same time ignore the pressing need for a smallpox hospital. 
The corporation now had to consider the possibilites of raising additional 
capital for constructing and sebsequently maintaining two hospitals. It 
could not find an answer and therefore agreed to having a single smallpox 
hospital for the present. It accepted that in view of the constraint posed by 
lack of funds, “a single hospital is desirable if a suitable site can be found 
at a site sufficiently central to serve the requirements of the whole 
city” [22]. | 

From now on, for nearly a decade, the issue beganie one of finding a 
suitable and centrally located site in the city for the smallpox hospital. It 
was difficult in the first place to identify a site that the government and the 
_ corporation would agree upon. After a long search, a place was found in 
1907, but there were difficulties in obtaining sanction for the alienation 
of the site from the military department to whom it belonged. Besides, 
every time a new site was proposed, it had to be accompanied by an 
estimate of cost of costruction and corresponding plans, the preparation 
of which caused further delay in deciding one way or another. It ap- 
peared as though there would never be any agreement on identifying a 
convenient central site in the city for the hospital. The government 
conceeded in April 1912 in the legislative council that it “was not possible 
to frame any anticipation as to when the hospital will be completely 
constructed”’.[49] 
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IV 
Concluding Remarks 


While tracing the role of the municipal council in shaping the nature 
of public health strategies adopted during the early decades of this century 
in the city of Madras, we observe that the council more often slowed down 
the pace of development. Some of the members of the council were 
positively against expansion on existing lines. This was because they were 
more skeptical of the efficacy of certain (available) medical interventions. 
It is interesting to note that there was not a single member in the council 
during the period of this study who argued for introducing indigenous 
medical care facilities either as an alternative or as a complement to the 
allopathic system. While one set of councilllors blamed the inefficiency 
of the health department for the poor state of health of the city, others 
ascribed it to lack of finance and prevailing social conditions. 

What appears important in explaining the slow development of public 
health policy in the city of Madras in the early decades of the century is not 
so much the financial constraints per se as the council’s perception of the 
nature of the problems, and more importantly, the council’s reluctance to 
accept certain existing potentially useful interventions. A closer look at 
the discussions amongst the policy makers in colonial India will be of 
value to the public policy analysts of today in that it could throw light on 
how ideas, values, prejudicies, expectations, and power of the individuals 
involved in the policy making process within the government get ex- 
pressed and result in specific policy outcomes. Such case studies as we 
have presented here, we believe, are needed for a proper understanding of 
the evolution of health policy in India. 


Notes 


[This is a revised version of a paper presented at the 54th annual session of the 

Indian History Congress, Mysore, December 16-18,1993.] 

[All the proceedings of the meetings of the corporation of Madras referred to below 

are available at the archives of the corporation of Madras. ] 

1 For an outline of the history of health policy in colonial India, the reader may 
refer to (a)David Arnold (ed), Imperial Medicine and Indigenous Societies, New 
Delhi, Oxford University Press, 1989; and (b)Radhika Ramasubban, Public 
Health and Medical Research in India:Their Origins under the Impact of British 
Colonial Policy, Stockholm, 1982. There are also a few region-specific 
studies:(a)J C Hume Jr, ‘Colonialism and Sanitary Medicine: The Development 
of Preventive Health Policy in the the Punjab, 1860 to 1900’, Modern Asian 
Studies, 1986, 20:703-24; (b)Poonam Bala, Imperial Medicine and Bengal, 
1850-1947, New Delhi, Sage Publications, 1991; (c)Christopher J Nirmal, “A 
study of public health in the Madras Presidency, 1882-1912’, Ph D thesis, 
University of Madras, 1970; and (d)V R Muraleedharan, ‘Development of 
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Health Care System in the Madras Presidency, 1919-1939’, Ph D thesis, Indian 
Institute of Technology, Madras, 1988. 

2 The number of peons of seems to have been reduced from 250 to 150 within the 
year 1906. 

3 The resolution was proposed by T M Nair; refer letter from E S Lloyd, ee 
president, corporation of Madras, to the secretary to the government, local and 
municipal, dated August 31, 1906, in notes to G O 1975, MD, November 
13,1906. 
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Women, Health and Development 


Malini Karkal 
Manisha Gupte 
Mira Sadgopal 


The pace of marginalisation of rural people, women, tribals, dalits, etc 
has accelerated with the adoption of structural adjustment programmes 
in many countries. If we ae to assess its impact in the coming times, we 
need to be aware of the deterioration in their health and welfare status, 
already becoming visible. Women are especially affected by these 
policies given that their health status has shown little improvement in 
recent decades. 


THERE is enough evidence to show that often, development policies 

adopted by governments have widened the disparities amongst sections of 
people. Analysis of the data shows that over the years, urban areas, as 

compared to the rural, and men as compared to women, have benefitted, 

and the gaps between these have widened (Karkal and Rajan 1988). Since 

poverty does not merely deprive individuals of the basic needs for survival, 

but makes them powerless to even take advantage of the available 

resources, the plight of the deprived sections has become more miserable 

over years. In turn, those in power continue planning such that small 

sections of the advantaged continue to reap benefits at the cost of the 
majority of Indian people. 

Marginalisation of rural people, women, tribals, dalits, etc, not only 
continues unabated, but vested interests are promoting social and cultural 
practices which disadvantage marginalised groups. In fact, one can see the 
negation of progressive attitudes that were promoted through earlier social 
reforms. Selective abortion of female foetuses, female infanticide, sati, 
crimes against women, religious fundamentalism, and so on, are examples 
of this regression. The New Economic Policy (NEP) encouraging struc- 
tural adjustment programmes (SAPs), liberalisation and export oriented 
policies, are expected to benefit those who already have a larger share in 
the nation’s resources whereas they will push the deprived into lives that 
will be more miserable. There is already evidence that liberalisation 
policies have increased the hold of foreign capital on the Indian market, 
pushing the interests of the Indian ‘common man’ into the background. 
Privatisation of the economy has resulted in the virtual takeover of the 
process of development by the private sector. Mechanisation has driven 
out unskilled and semi-skilled workers from gainful employment. Women 
constitute a large proportion of these groups. Inthe absence of land reform, 
modern agricultural ‘revolutions’ (green, white, etc.) tend to result in 
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falling employment per hectare as land ownership becomes more unequal, 
farms become larger and large-scale mechanisation takes over. Tens of 
millions of small holders, tenant farmers and agricultural labourers have 
found themselves without sufficient land or sufficient work. In India, 
unaccounted numbers of rural families have become landless in the last 
three decades alone, turned away from the fields that they once tilled and 
harvested. At the root of this process lie investment policies which are 
capital-intensive rather than labour-intensive and they are being accentu- 
ated by the new economic policies. 

It is now widely accepted that women contribute extensively to social 
processes through their involvement in production and reproduction. Yet 
women’s access to resources is low; furthermore, even within deprived 
households their access to existing assets and resources is much lower than 
that of men. State policies moulded by class and gender bias adversely 
affect people’s (especially women’s) access to resources for this very 
reason. Class factors, household politics and childbearing have a profound 
and distinctive impact ona young woman. She is simultaneously a worker, 
a bearer of male heirs for the continuity of the husband’s family line and 
of future workers for the nation’s economy. It is thus inappropriate to 
analyse domestic organisation separately from the sphere of production. 
Biological reproduction may seem ‘natural’, but its social construction 
must still be analysed from a women’s perspective. 

While easily accessible, rational and humane medical services must be 
made available to all people irrespective of their capacity to pay, normal 
biological functions or social issues are seen as problems requiring 
medical solutions. The medicalisation of the human body complicates the 
health problems that people suffer from. Méedicalisation is a cultural 
process with political implications, especially as more and more of 
everyday life comes under medical influence and supervision. This leads 
to serious loss of control over and confidence in women’s own capacities 
and in their own bodies e g IVF promoted without adequate efforts to 
prevent infertility such as measures to diagnose and control pelvic inflam- 
matory diseases (PIDs) and STDs and the unscientific use of IUDs. The 
medical profession has taken excessive charge of health concerns of 
people, irrespective of its ability to deal with them. Essentially non- 
medical states are increasingly defined in*medical terms, for example 
technological devices are promoted even with uncomplicated births e g, 
prenatal screening and menopause. Thus, medical interventions are used 
to ‘treat’ these conditions, and a medical framework is adopted to under- 
stand them. Unnecessary and invasive interventions such as high-tech 
diagnostic procedures, drug and hormone therapies, and surgeries are thus 
routinely justified. There is an urgent need to develop alternative policies 
and programmes that will correct the disparities that prevail and reverse 
the human and environmental degradation accentuated by the new poli- 
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cies. Actions in this direction are needed not only because they are in 
keeping with the objectives of the Declaration of Human Rights, to which 
India is a signatory, but because such a perspective has to be at the root of | 
any efforts for human development. 


HEALTH STATUS OF INDIAN WOMEN 


The death rate for 1991 in India is 10 (per 1000 persons), which is close 
~ to 9 for the populations in the developed, industrialised countries [World 
Bank 1993]. However, this does not mean that the health status of people 
is the same or even comparable. The question is not so much ‘how many’ 
people die, but ‘who’ die? The infant mortality rate (IMR) for 1991 in India 
is 90 whereas the lowest known IMR in the world (in Japan) is 5 (per 1000 
live births). Similarly the mortality rate among children below age five 
in India is 124. Reported estimates for deaths due to maternal causes in 
India vary from 390 to 2000 (per 100,000 live births). Deaths due to 
maternal causes have virtually disappeared in the developed industrialised 
countries. 

Such comparisons discuss only the deaths, not the poor health or the 
_ morbidity situation of the people. For instance, for each maternal death in 
India it is reported that 17 women suffer serious health damage. (Dutta 
1980). Such a morbidity pattern is not prevalent in the developed 
industrialised countries. To understand the morbidity conditions there is 
a need to review some of the work of nutritionists and other health 
scientists and to undertake appropriate research. The World Health 
Organisation (WHO) has developed an index known as disability adjusted 
life years (DALYs). This index measures the loss of life years due to deaths 
earlier than the expected life-span. Of the total DALYs lost in India, 56 per 
cent are lost in ages under 15 years. In contrast, in the developed 
industrialised countries, the loss of DALYs in ages under 15 is only 8per 
cent. Most of the DALYs lost in the developed industrialised countries are 
in advanced ages (World Bank 1993). In simple terms this means that of 
those who die in India, more than half die even before they have reached 
adulthood. People in the West not only live much longer, but the majority 
of them live until old age. i 


Besides the anomalous pattern of | TABLE 1: Ratio or DEATHS OF 
deaths by ages, differences also prevail FEMALES TO MALES 
between the deaths of men and women. _Age Groups Ratio 
Women are generally believedtobe bio- 0-4 Pat 
logically stronger, and given equal 5-14 1.22 
chances of survival, women live longer 15-34 ent 
than men. In developed industrialised ahr nae 


countries women have lower death rates 
at all ages. In contrast among Indian Source: Registrar General of - 
women death rates, higher thanthose for India, 1983 and 1988.. 
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the men till their reproductive ages are over. Till 1971 this limit was up to age 
44 years. Ever since the FP programme has been aggressive in India, achange 
in the pattern of childbearing has occurred through terminal methods for 
women at an earlier age. It is now observed that until the age of 35, women 
experience higher death rates in comparison to men. Beyond 35, thatis, after 
the completion of women’s reproductive career is over, itis the men in India 
who have higher death rates as compared to the women. 

With higher death rates for the younger ages, itis observed that age-group- 
wise the number of persons goes on decreasing as the age advances. In other 
words, the larger number of persons is in the younger age group. Since 
women have higher death rates in younger ages, their numbers in the 
population decrease more in comparison to men. Consequently in India there 
are fewer women in the population than men. Expressed as ‘sex ratio’, the 
number of women per 1000 men in the population is low in India. Over years 
the sex ratio of the Indian population has shown a declining trend. In 1901 
there were 971 women per 1000 men, and by 1971 this ratio came down to 931. 
The census of 1981 showed an improvement and the ratio was 934. However 
recent figures available (for 1991) show that the sex ratio in India is 929. 

Social customs reinforce and perpetuate the dependent role of women and 
deny them basic needs, influence their chances of survival. The pattern of 
higher mortality among women than among men, observed in India and in 
populations of other countries in the Indian sub-continent (except in Sri 
Lanka), is rather uncommon when compared with other regions. Higher 
mortality in general, or higher prevailing death rates, do not explain the dif- 
ferentials that are unfavourable to women. The highest mortality in the world 
is observed in the African countries, where women live longer than men. 

A study by the UN (1988) based or the analysis of 78 life tables for the 
period 1945 to 1981, showed that the differences in mortality of the two 
sexes observed in the Indian sub-continent, were mainly because women 
had life expectancies much lower than values expected in all other 
countries. In other words, it is not as if men in India are in enviable 
situations, but that women are significantly neglected. The bias against 
women is expressed in denial of their due share in the social resources. 
Denial of adequate nutrition and medical attention, when needed, has 
resulted in higher mortality among women. 

The undervaluation of women is at the root of the neglect resulting in 
higher mortality. Scrimshaw (1978) argues: 

the traditional assumption that high mortality leads to high fertility must be 
questioned. Often the reverse may be true. High fertility may be accompanied 
by the acceptance or even unconscious encouragement of high mortality. 

Unregulated fertility accompanied by neglect of unwanted (girl) 
children is used as a way to regulate family size. Using data from the 
National Sample Survey, Malakar (1979) showed that this argument using 
selective neglect of girls for regulating family size was supported by the 
Indian data. Simmons and colleagues (1982) from their data concerning 
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post-neonatal mortality from Uttar Pradesh show that parents desire sons 
more than daughters. Their data also show that the girl infants are more 
likely to die in families where the wife had expressed a preference for no 
additional children or especially no additional girl children. Wherever an 
older male sibling aged less than three years was present, girls were found 
to be at a disadvantage. 

That women suffer critical nutrient deficits from girlhood onwards is 
shown by ample available data. A study by ASTRA in rural Karnataka 
state showed that, of the total human energy contribution to the village 


- ‘energy matrix’, the respective contributions of men, women and children 


were 3 1percent, 53 percent and 16 percent, indicating that women worked 
harder than men. Batliwala (1987) reports that she tried to calculate the 
energy expenditure for individuals in terms of kilocalories and compare 
it with the food intake. However, she was faced with problems since 
.. Nutrition textbooks provided calorie costs for piano-playing and typewriting 
(but) they did not mention fetching water or gathering firewood. Secondly, only 
a limited number of agricultural activities were measured, compared with over 
70 industrial and military activities. Finally, it was found that even for these no 
female equivalents were available. The few energy cost figures available for 
women, included such middle-class .activities as sewing and singing, and 
women on the whole were listed under the heading of ‘sedentary people’. 
Batliwala says that the study pointed out with statistical evidence that 
the expenditure of energy by women on a day to day basis may be higher 
than that of men. Furthermore, in rural setting men’s work is seasonal, 
whereas women perform not only seasonal activities (transplanting, weed- 
ing, harvesting) but the perennial, life-supporting tasks like fetching water 
and fuel, cooking and looking after children and old people in the family. 
The final computation of calorie expenditure on various agricultural and 
domestic activities by men and women, was found to be : 2473 calories per day 
per man and 2505 calories per day per women. In contrast the estimated intake 
of calories was 3770 per day per man and 2410 calories per day per woman. 
Thus women faced not only a relative deprivation in comparison with men, but 
also absolute deficit vis-a-vis their calorie expenditure [Batliwala 1987:261] 
Batliwala refers to Shatrugna’s observations: (1) Women may not 
continuously lose weight, but they are definitely lighter than their desired 
weights; (2) Women have no energy reserves for emergencies such as 
illness, etc so that their mortality rates are higher in the event of an 
epidemic compared to well-fed women; (3) Women try to conserve as 
muchenergy as possible by cutting out on the quality of life. Of course they 
are called lazy, inefficient, slow and even cheats. But what they are trying 
to do is exist and work at basal metabolic rate(BMR) level, because they 
do not have surplus energy for briskness; (4) It is also possible that their 
cells are converting food into usable energy more efficiently. This could 
result in early wearing out of the cells and early aging. 
Son-preference takes its. largest toll in ages 1 to 4.The impact of 
discriminatory treatment to girls in allocation of food and in medical 
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attention is highest in these early ages of childhood. Impact of these 
discriminatory treatments is also observed in ages 5 to 14 and then during 
child-bearing ages. Inadequate medical care takes greater toll of these 
women of poor health. The first childbirth is particularly hazardous. 
Neglect of girls in the early ages is reflected in the high incidence of low 
birth weight babies for the survivors among these girls. Most childhood 
diseases have greater impact on male children when children of both sexes 
receive no discrimination in food and in medical attention. This is obvious 
from the fact that wherever the improvement in chances of survival of 
female infants had taken place they were without any special medical 
inputs for the female children. 

The social definition of the appropriate age at which reproduction 
should commence also influences the expected social costs of rearing the 
child. Parents can reduce their economic liability by marrying off 
daughters at markedly younger ages. Data from countries that have shown 
improvements in the survival chances of girls, also invariably show a rise 
in age at marriage of girls. 

For women another area of inequity comes from the society’s refusal 
to acknowledge and reward the services that women render to the society. 
In the developing countries non-monetised sector, traditional labour 
intensive agriculture and subsistence production play an important role in 
the activities of the people. These activities take place mainly at the 
household level. Krishnaraj (1989) points out that, 

Data systems whose concepts and methodologies were derivedfrom the market 
system, did little justice to the altogether different mileu of the Third World 
economies, and especially the rural economies. Women are not present in the 
paid labour force, which is visible to the statistics, but are engaged in productive 
activities of household level, mainly the non-monetised or subsistence sector 
that render them invisible to statistics. Invisibility of women in data systems has 
come to be understood as caused mainly by the limitative definitions and 


TABLE 2: CURRENT Bopy WEIGHTS (KG) OF INDIAN WOMEN AND GIRLS OF 
DIFFERENT SOCIO-ECONOMIC GROUPS 


Group Urban Rural 
Body HIG MIG LIG IL Slum 


Weight 
Infants: 0-1 year ise Cr 5.9 5.9 3.7 5.8 
Children: 1-3 years LES 242 OO 9.5 9,5 9.0 9.1 
4-6 years _ Id ASF Shas 180 SS el8 ee iS be oe 
7-9 years 2009 19.6 199 88 1B as ale kes 
10-12 years 35.0: 264. 273 23.4 =. 23.4 240 248 
Adolescents: 13-15 years 47.8 39.5 37.5 35.4 35.7 33.8 34.7 
16-18 years 49.7 43.8 43.1 41.7 416 408 41.1 
Adult women 50.0 503 482 435 446 419 425 


Source: Nutrition Foundation of India, Women and Nutrition in India, Special 
Publication Series 5, New Delhi, 1989. . 
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concepts employed that are particularly unsuitable to women. By leaving out 
much of what women actually do, because they do not fit the definitions, 
women’s contributions go unrecorded. This invisibility contributes signifi- 
cantly to the lowering of the status of women. Women’s work that is crucial to 
survival, becomes marginal and they are believed to be ‘dependent’. 

This bias against women also comes from cultural factors that find 
women reported as being an ‘outside labour force’ because they find very 
little prospect of finding work. Many women who are officially classified 
as being ‘unavailable for work’ would be available to take up work only 
if their domestic responsibilities were made lighter through reducing the 
drudgery of household activity by the sharing of work by family members, 
especially men. 

In agricultural countries suchas India, the participation rates for women 
are influenced by their participation in the agriculture. In the third world, 
unpaid family work, traditional labour-intensive agriculture and subsis- 
tence production constitute the major economic activities of the people. 


These activities take place mainly at the household level. 

The role of women in agriculture is crucial not only because of their number 
engaged in it but also because of the variety of activities which they perform. 
Except for ploughing, women are involved in all the operations required for 
growing foodgrains and vegetables and rearing livestock. Their involvement in 
the agriculture can be observed in compost preparation and application, land 
preparation, specially clod breaking and land levelling, sowing and transplant- 
ing, weeding, harvesting, cleaning, drying and market-produce selling. In 
livestock-keeping they collect fodder, clean animal shed, milk milch animals 
and process dairy products. All this in addition to their regular household duties 
such grinding and dehusking grain, fetching drinking water, collecting fire- 
wood, preparing family meals and looking after children and the old. In reality 
women work harder than men and get little economic credit for doing so. 
Women are also seen carrying basketsful of vegetables, fruits and other 
agricultural produce on head or back for marketing or for door to door selling. 
[Bhattarai and Karmacharya 1981] 

Technological developments have ‘also harmed the interests of women. 
Because of rapid industrialisation and mechanisation that have destroyed tradi- 
tional crafts, poor women in the Third World face extensive and acute unemploy- 
ment. Retention in traditional ‘unorganised’ units where they are not covered by 
the factory laws and their absorption into new type of unorganised units appear 
to be because of the special difficulties women face such as illiteracy, low 
technical skill, lack of opportunities into the more structured units. Over and 
above these, women’s mobility is restricted due to family obligation as well as 
attitudes regarding what is permissible work for them. The major problem for 
women seems to be not so much being pushed out, which is true in some sectors, 
as staying where they are. While men move up through education to higher jobs, 
women continue to hold traditional occupations that ensure bare survival for the 
family, but do not assure adequate economic returns. Women’s employment 
provides men and society in general an assurance against unemployment and 
sickness, against inflation and wage cuts in their petty ventures [Krishnaraj 1989]. 

In agriculture, high yielding variety (HYV) technology, along with 
irrigation, led to increased use of labour time per unit area cultivated 
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because of higher labour use in the application of new inputs, higher 

cropping intensity and higher yields. However Dasgupta (1977) observes: 
...evidence from some village surveys (in India) shows that the demand for hired 
labour goes up with agricultural prosperity and irrigation, but such evidence 
shows only a shift from family labour to hired labour and not an increase (in fact 
decrease) in the overall rate of participation of the village population in the 
workforce. 

Studies have also shown that, as the economic conditions of the 
families improved, women in the families withdrew from the workforce. 
This is supposed to have happened because of the demand for more skilled 
work and this being fulfilled by hired labour rather than providing skills 
to the family labour, especially women. Another argument forwarded is 
that as economic conditions of the families improved, men considered it 
necessary to withdraw their female family members from labour force as 
a sign of their (men’s) improved status [Dasgupta 1977]. 

Acharya and Bennet (1983) made an interesting observation that 
women’s involvement in market activities gives them much greater power 
within the household in terms of their input in all aspects of household 
decision making. Limiting women’s involvement to the domestic and 
subsistence sectors reduces their power vis-a-vis men in the household. It 
is important to note that in patrilineal systems land is owned by men and 
as such the subsistence production assets are owned and controlled by 
men. Women in market economy on the other hand generate their own 
production assets, and improve their own status. 


ACCESS TO HEALTH CARE 


Inherent in each system of health care is a specific attitude towards 
people and their bodies. The allopathic system tends to view people as 
composed of distinct mechanistic organ systems like the gastro-intestinal 
tract, the cardio-respiratory system, the uro-genital tract, the nervous 
system, etc. The Indian indigenous and homeopathic systems, in contrast, 
see human health more in terms of balances .and flows of doshas and 
energies. They are less concerned with the physical boundaries and 
~connections of organs. The allopathic approach to medical treatment is 
characterised by attempts to fight, remove or eradicate causative agents 
(germs, allergens, defective parts) and to suppress symptoms. On the 
other hand, the indigenous and homeopathic systems, aim towards restor- 
ing balances and flows in the person without considering the parts 
separately. The latter approach is called holistic. Realistically speaking, 
each approach has certain strengths and weaknesses. 

Whatever the particular health system, the healer (doctor, vaidya, 
hakim, vaidu) can exploit his (or rarely her) power over the sick person 
(patient) and relatives, and often does. Even when benevolent, the 
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relationship is usually patronising. It is doubly so with women who aré 
sick. In this respect, there is little difference between practitioners of the 
holistic and non-holistic systems. Women sometimes tend to prefer the 
holistic approaches, perhaps because allopathiy is understood to be too 
‘strong’ and invasive. However, this comparable gentleness is no guard 
against patriarchal attitudes which have become embedded even in 
holistic health systems. 

_In spite of the fact that women are producers and reproducers, their 
access to health care is extremely poor. Various reasons account for this 
low access. Firstly, women. are seen either as mothers or potential 
mothers by the public health services. Any problem related beyond that 
- (such as mental health or marital violence, for example) are not seen as a 
priority by the health services for healing women. In India, where the 
obsession of the state is in reducing numbers of people, infertility also is 
not the concern of the government heath services, in spite of the socio- 
logical consequences of the same for women. On the other hand, invasive 
reproductive technologies are peddled in the name of giving infertile 
women choice. The question of reducing potential infertility among 
‘women through the prevention or early treatment of TB, pelvic inflam- 
matory diseases, undernourishment and complications from hazardous 
contraceptives, is not considered. 

The state’s undue emphasis on population control also reduces the 
access of women to health care services, especially in the crucial years of 
pregnancy and childbirth. When health workers are busy ‘cultivating’ 
family planning cases, it is difficult to imagine that women will feel 
comfortable seeking ante-natal or post-natal care from them. The watered- 
down programme of maternal and child health (MCH) suffers a major 
obstacle. With regard to quality of service, even the record of the favoured 
‘family planning’ programme is unsatisfactory. The Indian Council of 
Medical Research reported a study of 43,550 hospital deliveries where 52 
of the women had given birth after sterilisation (33 tubectomies and 19 
vasectomies) [ICMR 1990]. Another 22 women reported having con- 
ceived while using an intra-uterine device [ICMR 1990]. 

Locations of the PHCs also make it difficult for women to avail of 
health services. The OPD of most PHCs functions between 8:00 am and 
12:00 noon and reopens from 4:00 to 6:00 pm. PHCs serve several villages 
and villagers have to commute to reach to the PHC. Often state transport 
buses do not reach the PHC village well in advance for patients to receive 

-medical treatment and often the last bus from the village leaves before the 
OPD closes. Both patients as well as many of the PHC staff (including the 
doctor, sometimes to whom the government provides residential quarters 
near the PHC) travel by the same bus to and fro, and so the delivery of 
health care suffers. Short supply of health personnel and of drugs makes 
the journey to the PHC futile. [Avasthi et al, 1993] 
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The private sector on the other hand is totally unaccountable to people’s 
real health concerns. The treatment is expensive and not always rational or 
ethical. In one of the studies it was found that women suffer more often 
from chronic ailments (such as anaemia, backache, white discharge, 
weakness, etc as compared to the men in the family. Most of people’s (and 
especially women’s) illnesses are a result of over-work, undernutrition 
and poverty. The health services cannot cure women of these problems. In 
reality what happens is that the family realises that women don’t get well 
easily and so the access of women to medical care, especially that which 
requires more time and money gets reduced in the cases of women [Gupte 
and Borkar 1987]. 

The current health policy of the Government of India evolved under 
pressures from the World Bank is to restrict government health services to 
preventive care and allow the private sector to take over all other health 
services. This policy will also allow multinational pharmaceutical indus- 
try free access to the Indian market. Thus, the prices of drugs which are 
already beyond an average Indian’s reach will spiral. Cuts in the health 
budget are squeezing out the poor from access to ordinary health services. 
This changed situation will further increase the burden of women who care 
for the family in sickness. 

A low self-perception of women as well as the culture of silence’ in 
which they are brought up makes them endure the physical and mental 
suffering they experience and this further reduces their access to health 
care. Taught to believe that menstruation is dirty, a woman is hardly ina 
position to seek medical intervention for white discharge or for menstrual 
disorders. Personnel in public services have little patience to listen to 
stories of side-effects of contraceptives or of a woman’s husband’s 
impotence. In fact, once she is terminally sterilised a woman is virtually 
struck off the mental registers of the health service providers. The private 
sector then steps in when a tubectomised woman suffers menstrual chaos 
(maybe related to hurried sterilisations in camps), and offers hysterectomy 
as the solution at a price that is a few years of daily wages of the woman. 

The health of ‘deviant’ women, (who include single, disabled, wid- 
owed, deserted, lesbian, mentally handicapped and so on) is a matter of 
negligible concern to the public health services that rightfully belong to the 
people. In the same light, sexuality of women (and men) is never ad- 
dressed, much less the adverse consequences of having neglected the 
same. Thus women suffer silently of depression, anxiety or of more severe 
mental disorders because they have not received either the physical or 
emotional support from medical personnel at the required time. 

The system does not locate the health problems of women in the real 
context of oppressive man-woman relations. Treatment ignores the need 
to change these relations. Ill-effects to women’s health arising out of such 
relations, such as reproductive tract infections or injury and mental trauma, 
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are not treated seriously enough. The effect of gender division of labour 


on women’s health is unrecognised, including the health costs of invisible 
work at home and in the informal sector. 

Instead of increasing the access of women to health care and to 
reproductve rights, one observes the trend to decrease it. The move to 
withdraw maternity benefits for women beyond the second child or of 
advocating hormonal implants and injectables as contraceptives, should 
be seen in the same light. On the one hand there are the women who have 


little or no access to trained medical supervision at the time of childbirth, 


in spite of high gestational risk; on the the hand, urban middle class 
women frequently undergo repeated Caesareans during childbirth. 

The fact that the same illness for a woman very often poses quite a 
different problem than it does for a man has also to be fully understood. 
Tuberculosis for a man is bad enough, but for women not only does the 
continued treatment or stigma reduce her status at home, but the possible 
infertility resulting from the illness can cause untold misery. Marital 
violence, desertion and death become real possiblities for this woman. The 
social sanction for these crimes is more overt when the woman fails to 
perform her expected duties at home, namely housework and bearing of 
male children. 

Women’s indigenous mrowicdus of health care has been marginalised 
or lost, and their continuing role in maintaining the health of their families 
and communities has been devalued. Self-help measures and remedies 
that address women’s ailments, passed down through generations, are 
being replaced by mystifying pharmaceutical and high-tech parapherna- 
lia. Not surprisingly, this leaves women with a sense of Sep arON from 
their own bodies. 

In the name of increasing access of women to medical care, there is 
further medicalisation of women’s bodies and functions. When we con- 
sider the immense potential of the multinationals/ pharmaceuticals to 
make profit by peddling drugs and contraceptives to healthy women for 
birth control, menopause and so on, it is of no great surprise that the 
argument of giving women more ‘choice’ would be popular even among 
the establishment. We have to view pre-natal sex-determination, hor- 
monal replacement therapy and the indiscrimante use of tranquilisers for 
women in this light. 

Privatisation would only reduce women’s right to existing health 
services. We can demand good quality services from the public sector 
because they are funded through the indirect taxes that the people includ- 
ing the poor pay. The private sector is kept in some check because of the 
mere existence of the public health services. Once the private sector takes 
control over the public arena, there. will be no end to the greed of profit- 
motivated medical personnel. Compounded with the New Economic 
Policy, structural adjustments and intellectual property rights (including 
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the patent laws for drugs), one can foresee a gloomy picture for women’s 
health unless we plan effective strategies to resist anti-people moves of the 
government, the private sector and imperialist nations. We have also to 
view with some concern the sudden interest of funding agencies in the 
reproductive and sexual health of our women. Our plan for the next decade 
has to take into account the feminist interpretation of sexual rights and 
reproductive health. 
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Health Expenditure Patterns 
in Selected Major States 
Ravi Duggal 


State sector investment in public health is miniscule compared to the 
demand for health care in the country. Inter-state comparisons show a 
direct correlation between levels of public health investment and the 
health status of the population, and rural-urban variations indicate the 
gross neglect of the countryside with regard to public health services 
and facilities. 


ACQUIRING complete knowledge about health expenditure patterns in 
India is at present a near impossible task. This is largely due to the fact that 
about three- fourths of such expenditure is being incurred privately. While 
state sector expenditures are documented in budget papers, one can only 
make estimates for the private sector. 

Here we attempt an analytic review of the public health = pendires 
for selected major states of the country from the available latest budget 
documents (1992-93). The states included have not been selected on the 
basis of any specific criteria but purely because of availability of budget- 
papers at a given point of time. A more detailed analytic paper is planned 
which would include all states with time series data. However, the states 
included presently may be considered representative as both geographical 
spread and various socio-economic levels of development are covered. 
Private sector expenditure are excluded from the scope of this paper. 

Our analysis clearly establishes the low level of investment in the public 
health sector. The investment is miniscule compared to the demand for 
health care in the country. While inter-state differentials bring out sharply 
a direct correlation between the level of public health investment and the 
health status of the population, rural-urban variations indicate the gross 
deprivation of rural populations with regard to public health care. The 
paper further highlights that an unusually large proportion of the available 
funds goes to support salaries, especially, soin the rural health services and 
the disease control programmes. 

The main source for the data included in this paper is the 1992-93 
budget documents of the various states, the detailed demand for grants. 
This document includes a three year record of expenditure — 1990-91, 
1991-92 (revised estimate) and 1992-93 (budget estimate). From these — 
budget papers most of the relevant (and more or less comparative) heads 
and subheads of expenditure have been included in the analysis as 
explained in the next few paragraphs. 

In spite of a national system of classifying heads and,subheads of accounts 
there is still an incomplete standardisation in presenting budgetary informa- 
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tion. Though the major and minor heads are the same across states the 
placement of the latter under the former is not standard. For instance the 
subhead PHC is under rural health services of the ‘medical’ head in some 
states, and under the head ‘public health’ in other states. Similarly, sub- 
centres are under family welfare in some states and under public health in 
others. ESIS in many states is under urban health services under the medical 
head, in others under medical education and in still others outside the ministry 
of health under labour welfare. A few states include water supply under the 
ministry of health whereas most show it under rural and urban development. 

This variation, to some extent, creates problems in comparison across 
states as well as in presenting analysis of data by major heads. Another 
problem is caused by the separation in plan and non plan spending. This 
spreads the expenditure figures across the 200-300 pages of the ministry of 
health budget. Again, there are as many ways of presentation of plan/non plan 
figures as there are states. This compounds the problem of compilation for the 
purposes of analysis. As a consequence one is not sure that the figures one 
compiles are complete, especially with regard to plan expenditures which in 
some states are shown under many catego ies like state plans, Seventh Plan 
committments, Eighth Plan committments, centrally sponsored schemes, 
central schemes, etc, and often in separate volumes. The result is that to 
compile the total expenditure, for instance, on National Leprosy Eradication ° 
Programme the hunt is an extremely time consuming task. 

Further, a few states even show expenditures for health sector incurred 
outside the ministry of health, like construction of buildings for health 
facilities spent under department of public works or upgradation of PHCs 
in tribal areas under the tribal development plan etc. Most states do not 
show such expenditures under the ministry of health. What does one do? 


TABLE 1: INPUT AND OuTPuT INDICATORS AND RANKS OF SELECTED STATES 


Input Output 
1992-93 1990 1989 1988 1988 Input Output 
Health Beds Doctors IMR Per Child Rank Rank 
Exy Rs." Per Per 1000 Mortality 
Per 100,000 100,000 Live Per 1000 
Capita Poplin Poplin Births 0-1 Yrs 


Punjab 86(1) 116(4) 76(2) 62(2) 21(2) 
Kerala 78(2) 263(1) 55(4)  28(1) 8(1) 
Tamil Nadu 67(3)  88(5) 75(3) 74(5) 21(2) 
West Bengal 58(4) 83(6) 47(7) 69(4) 22(4) 
Maharashtra 57(5) 147(2) 86(1) 68(3) 22(1) 
Gujarat 55(6) 129(3) 50(6) 90(7) 31(7) 
Andhra Pradesh 49(7) 62(7) 52(5) 83(6) 27(6) 
Madhya Pradesh 35(8) 36(8) 15(8) 121(8)  51(8) 


(Figures in parentheses are ranks). 
Source: Compiled from Health Information of India 1991, MoHFW, GOI. 
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If all major heads of health (a/c nos 2210, 2211, 2251, 3606, 4210, 4211, | 
6210, 6211) are to be considered as the basis for health expenditures, rather 
than what the ministries of health spend, ther one will have to scan the 
budgets of most ministries and departments to get a complete coverage of 
the health account heads. We confine this discussion to the ministry of 
health spending and within that exclude family welfare. The effort here 
will be to analyse the expenditure on selected major health programmes/ 
interventions for which data can be standardised across the states to reveal 
patterns and permit comparison. 

In the analysis of health expenditure below we are looking only at 
revenue expenditures, both plan and non-plan, under the major head 
medical and public health (a/c 2210 of the ministry of health) of the 
consolidated fund. Thus family welfare and water supply and sanitation 
are excluded, as are all capital expenditures. 


HEALTH EXPENDITURES AND HEALTH STATUS 


The overall health status of a population is closely linked with overall 
socio-economic development. This does not need to be proved because it is 
well recognised globally. That investment in health care can independently 
improve health status has also received wide recognition. China, Sri Lanka, 
Costa Rica, Mongolia, Nicaragua and Kerala are well known examples 
where health status has improved substantially with economic development 
remaining at very low levels [World Bank 1993]. This statement in no way 
intends to discount the importance of overall economic development, espe- 
cially income growth and distribution. Health services data from these eight 
states also lend support to the hypothesis of the importance of increased 
investment in the health sector. It clearly establishes the link between health 
care investment and health status. Table 1 shows the close correlation 
between input variables (health expenditures, availability of hospital beds 
and doctors) and output variables (IMR and child mortality) - higher the input 
rank of a state better the output. 

The relationship is especially stronger between public health care 
spending and output rank. Thus, among the eight states Punjab, Kerala and 
Tamil Nadu have the highest health expenditures as well as the best health 
status measured in terms of infant mortality and child mortality rates. 
These states also have the most developed health infrastructure along with 
other states like Karnataka and Maharashtra. In 1992-93 the overall public 
health expenditure in the country (excluding family welfare and water 
supply and sanitation and capital expenditures) is estimated at Rs 5000 
crore or Rs 58 per capita (Table 2). If we add family welfare, water supply 
and sanitation and capital expenditures, as is traditionally done, then 
public health expenditure at Rs 8500 crore works out to Rs 99 per capita 
in the same year [Ministry of Finance 1992]. 
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Among the states, asmentioned earlier Punjab and Kerala have the highest 
expenditures averaging Rs 86 and Rs 78 per capita, respectively in 1992-93. 
They also have one of the best developed health infrastructures in the country 
(Maharashtra has the highest per capita availability of doctors but nearly half 
of the doctors in Maharashtra practice in Bombay city alone) (Maharashtra 
Medical Council list 1992). The lowest health care spending among these 
eight states is in Madhya Pradesh with an expenditure of only Rs 35 per capita. 
Andhra Pradesh (Rs 49 per capita), Gujarat (Rs 55 per capita) and surpris- 
ingly Maharashtra (Rs 57 per capita) fall below the all-India average of public 
health expenditure as defined here. 

The central government expenditure shown in Table 2 is mostly (86 per 
cent) on central government hospitals, medical colleges and hospitals and 


TABLE 2: HEALTH EXPENDITURE IN SELECTED STATES 1990-1993 | 
Health Expenditure* Health Expenditure* 


: (Rs Lakh). (Rs per capita) 

Punjab 1990-91 14,671 74.10 

91-92 17,593 87.09 

92-93 17,663. . 85.74 

Kerala . 1990-91 17,698 61.88 

: 91-92 19,288 66.28 

; 92-93 22,909 — 77.92 

Tamil Nadu 1990-91 31,318 aes ye 

91-92 34,531 Sante 62.00 

a 92-93 37,720 66.76 

West Bengal 1990-91 37,700 56.86 

91-92 36,891 $4.25 

92-93 40,477 58.16 

Maharashtra 1990-91 40,396 52.67 

91-92 44,105 55.97 

92-93 46,209 ease v5 LS 

Gujarat 1990-91 19,543 48.49 

91-92 21,690 $2.65 

92-93 23,205: 55.26 

Andhra Pradesh 1990-91 26,531 40.94 

91-92 . 28,780 43.34 

92-93 33,360 | 49.13 

Madhya Pradesh 1990-91 19,451 |  ¢ SOO 

91-92 Zito? 32.87 

92-93 23,630 34.80 

Central Government 1991-92 38,174 4.52 

92-93 51,166 5.94 

93-94 52,996 6.02 
(Excluding grants) . 

All India 1992-93 5,00,000° 58.14 


. * Only Revenue expenditure of A/C 2210 of Ministry of Health. 
© Estimated by author based on figures published by Department of Economic 
Affairs and the Reserve Bank of India. 


Source: Detailed Demand for Grants, 1992-93, respective states. 
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medical research. The central government does spend substantial sums on — 
various health programmes, mainly national disease programmes, but that 
is mostly as grants to the states and accounted for in the state expenditures 
— of the total central health department budget in 1993-94 grants to states 
and union territories worked out to 32.5 per cent of the centre’s health 
department budget (excluding family welfare and water supply). 

The first fact evident from the data discussed above is that the public 

health sector is a very small component not only of the overall economy 
(less than 1 per cent of GDP) but also of the public sector as a whole (which 
accounts for over one-third of India’s GDP). As a consequence of the 
insufficient investment in the public health sector the private health sector 
has seized the advantage and has grown very rapidly, especially in the last 
two decades and that too with support and subsidies from the public sector 
[Jesani and Ananthram 1993]. For a poor country like India where nearly 
two-thirds of the population lives at or below the subsistence level such a 
_ development may not be the best thing for the health status of the people 
‘= in fact evidence is indicative of slowing down of decline in mortality rates 
in the last decade or so [Ministry of Home Affairs 1992]. Another fact 
emerging from the data presented above is the considerable variation 
across states in health care spending—between the lowest (MP) and the 
highest (Punjab) spender the difference is nearly 2 1/2 times. As men- 
tioned earlier the level of spending gets reflected in the level of develop- 
ment of the health infrastructure — generally, higher the health expendi- 
ture better is the reach.and spread of the health infrastructure. 

- We are well aware that rural-urban differences in the distribution: of 
health care services are extremely sharp. Table 3 shows clearly the wide 
variation of availability of hospital beds and doctors in rural and urban 
areas of the country. There is also a wide variation in the availability of - 
health services in the rural and urban areas as of the eight states under 
_ discussion (Table 4). Kerala and Punjab have extremely low disparities in 
infrastructure availability between rural and urban areas whereas Madhya 
Pradesh has the highest disparity (of course, among all states Bihar is the 
worst off with urban/rural disparity being 81 times for hospital beds). In 


TABLE 3: RURAL-URBAN DISPARITIES IN HEALTH CARE SERVICES, 1992 


Hospital Beds Allopathic Doctors All Doctors. 
Per 100,000 Per 100,000 Per 100,000 — 


. Population _ Population . Population 
Rural 17 oe 12 3 37 
Urban 254 151 307 
Total 76 47 105 
Urban/Rural Disparity (times) 15 13 8 


Source: Estimates based on information published in Health Information of India 
and theEconomic Tables of Census of India. 
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Bengal, Maharashtra and Gujarat the national average holds good for 
hospital beds, whereas for doctors only Madhya Pradesh among these 
states is worse than the national average in rural-urban disparity. 

Disaggregating public health expenditures in rural and urban areas is a 
difficult task because separate accounting of expenditures for rural and urban 
areas is done only selectively in the budgets. It is only for medical care 
services (under the medical major head of a/c 2210) that a more or less clear 
demarcation between urban hospital and dispensary expenditures on one 
hand and rural hospital, dispensary and PHC expenditures on the other hand 
i$ available. Hence rural-urban differential analysis is restricted to only this 
component of health expenditure. But it may be noted that these expenditure 
account for between 74 per cent (Andhra Pradesh) and 90 per cent (Kerala) 
of all health expenditures as defined for the present analysis. Rural and urban 
health expenditures vary considerably across states both in terms of volume 
as well as disparities within the state (Table 5). 

The highest expenditures on urban medical care. (including medical 
education and ESIS) in 1992-93 are in Kerala (Rs 195 per capita), Punjab 
(Rs 149 per capita), West Bengal and Tamil Nadu (Rs 142 per capita each) 
and the lowest (surprisingly) in Maharashtra (Rs 75 per capita) and 
Madhya Pradesh (Rs 79 per capita). Table 5 also reveals that the growth 

-in urban health expenditures between 1990 and 1993 has been negligible, 
both in per capita and percentage terms. Where rural health expenditures 
are concerned (rural hospitals, dispensaries and PHCs) Punjab outscores 
all the states with a rural health expenditure of Rs 44 per capita, followed 
by Maharashtra (Rs 27 per capita) and Kerala (Rs 23 per capita) in 1992- 
93. In the same year the lowest rural health expenditures were in Andhra 
Pradesh (Rs 10 per capita), Madhya Pradesh (Rs 13 per capita) and West 
Bengal (Rs 14 per capita). These level of expenditures clearly support the 
earlier discussion relating to health infrastructural disparities; the states 


TABLE 4: RURAL-URBAN DISPARITIES ACROSS STATES 


Hospital Beds Per 100,000 Doctors Per 100,000 


Population (1988) Population (1990) 
Rural Urban Urban/Rural Rural Urban Urban/Rural 


Disparity Disparity 

(Times) (Times) 
Andhra Pradesh 9 203 23 13 144 11 
Gujarat Ze 346 16 20 115 6 
Kerala 198 481 2 39 117 3 
Madhya Pradesh 4 145 36 3 0 18 
Maharashtra 21 308 15 24 117 5 
Punjab 68 233 3 165 260 3 
Tamil Nadu 12 23% 20 18 202 11 
West Bengal 17 264 15 27 155 6 


Source: Same as Table 3. 
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having higher rural health expenditures are the same ones which have a 
higher level of health infrastructure development in rural areas. 

With regard to the share of rural and urban health expenditures in total 
health expenditures Kerala (68 per cent) and West Bengal (67per cent) 
have the highest urban health expenditures whereas Punjab (36 per 
cent),Maharashtra (28 per cent) and Madhya Pradesh (27.6 per cent) have 
the highest rural health expenditures. 

We have seen earlier the rural-urban disparities i in health care provision 
(Table 4). The states having high disparities in provision (Tamil Nadu, 
Andhra Pradesh and Madhya Pradesh) also show relatively high dispari- 
ties between urban and rural health expenditures. However, states like 
Kerala and Bengal, though having a relatively better distribution of 
provision, also have high disparity between rural and urban health spend- 
ing, the former with relatively high per capita rural spending and the latter 
with low rural spending. Punjab and Maharashtra have the lowest disparity 
in urban-rural health care expenditures (Table 5) and both states (along 
with Kerala) have relatively well developed rural health services. Another 
aspect of urban-rural disparity in health care provision is related to the role 
played by local governments. The rural- urban disparities discussed above 
exclude provisions by local bodies like municipal corporations, 
municipalities,district panchayats, etc. 

The participation of the local bodies in provision of health care services 
has not helped in reducing rural-urban inequalities. On the contrary the 
gap has widened because the urban local governments make significant 
investments in the health sector — as much as one-fourth to one-third of 
their budget — whereas for rural local bodies health care is not an 
important function because of the extremely pie resources at their 
disposal [NIUA 1989; Duggal 1992]. 


MAJOR HEALTH PROGRAMMES 


Since there is a wide variation in presentation of expenditure data in the 
budgets across states only a few major sub-heads are amenable to 
standardisation and facilitate a comparison. Table 6 gives percentage 
share for six sub-heads of public health spending. It comes out very sharply 
from the data presented in Table 6 that little variability across states exist 
in distribution of resources for various programmes. Urban hospitals and 
medical education take a more or less similar share of the health care 
budget in all states. However for PHCs and disease control programmes 
there are some exceptions. For instance, both Punjab and Kerala spend a 
very small proportion on disease control programmes in comparison to 
other states. This may partly be due to the fact that both these states have 
brought under control most of the diseases under the national programmes 
and therefore presently manage with lower allocations for disease control 
programmes. 
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_ Incase of expenditures on PHCs Punjab spends one-fourth of its health 
budget under this subhead. As discussed earlier this is because Punjab has 
the most developed rural health infrastructure. Kerala’s share for PHC 
expenditures is low perhaps, because it spends a larger proportion on rural 
hospitals — Kerala has an exceptionally high rural hospital bed : popula- 
tion ratio (see Table 4). 

The only other unusual fact revealed by Table 6 is the very high 
administrative cost in Maharashtra which takes away a whopping one-fifth 
of the health budget. One plausible explanation is that Maharashtra has an 
elaborate and large health bureaucracy. Another explanation perhaps may 
lie in accounting jugglery with Maharashtra including a large part of the 


- TABLE 5: RURAL-URBAN DIFFERENTIALS IN HEALTH CARE SPENDING 


Urban Health Services® Rural Heaith Services Urban/Rural 
Rs Per PerCentof RsPer  PerCentof Disparity 
Capita Total Health Capita Total Health (Times) 


Punjab 
1990-91 124 50 38 36 3 
91-92 147 50 47 a 3 
92-93 149 52 44 36 3 
Kerala 
1990-91 171 70 16 20 11 
91-92 169 68 20 22 8 
92-93 195 68 23 nie) 8 
Tamil Nadu 
1990-91 109 65 14 17 7 
91-92 120. 66 15 16 8 
~ 92-93 128 66 15 15 8 
West Bengal | 
1990-91 142 68 EME ld mh | 
91-92 133 67 13 18 10 
92-93 + a2 67 14 17 10 
Maharashtra 
1990-91 76 a2 19 22 4 
91-92 ia) 53 23 25 3 
92-93 © 75 52 26 28 3 
Gujarat 
1990-91 84 59 15 21 6 
91-92 91 60 16 19 6 
92-93 96 60 16 19 6 
Andhra Pradesh 
1990-91 92 59 9 16 10 
91-92 96 60 9 16 11 
92-93 106 59 10 15 11 
Madhya Pradesh 
1990-91 68 51 12 31 6 
91-92 75 53 12 ne | 6 
92-93 79 53 13 28 - 6 


® includes medical education and ESIS. 
Source: Detailed Demand for Grants, 1992-93, respective states. 
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programme staff under the head direction and administration in contrast to 
other states which may show them under the respective programmes. This 
is only ahunch and can be'sorted out with a more closer look at the detailed 
notes to the state accounts. 

Special attention for selected diseases has been a constant feature of 
India’s public health intervention strategy. A special characteristic of’ 
these programmes has been the significant role which the union health 
ministry has played in providing additional resources (sometimes com- 


TABLE 6: PERCENTAGE SHARE IN EXPENDITURE OF SELECTED SUBHEADS 


Urban Med Disease PHCs Direction Others* 
Hospitals Education Control. and Ad- 
(Allopathic) (Allopathic) Programmes ministration 

Kerala 

1990-91 40.44 . 10.00 4.97 6.0 lari Ae S5 36813 

91-92 36.01 9.67 5.45 8.41 -. 1.64 38.82 

92-93 38.25 10.25 6.11 8.63 174 We S9-OZ 
Gujarat ee 

1990-91 32.16 9.99 13.81 1241 1.92 30.01 

91-92 32.16 8.85 15.01 9.94 1:95) 32,09 oe 

92-93 33.36 9.03 15.36 9.54. 1.77 . 30.94 
Andhra Pradesh 

1990-91 40.39 8.51 20.19 14.91 2.49 13.51 

91-92 39.84 8.79 20.46 14,32. 2.40. 14.19 

92-93 Sis 1 8.96 21.61 13.83 . 3.84 14.05 
West Bengal 

1990-91 39.42 8.29 11.40 | IRF 6.73 2139 

91-92 38.34 7.56 10.73 12.29 TV = Zao 

92-93 37.94 136 11.16 12.01 7.14 24.39 
Punjab 

1990-91 16.25 NA 9.26 LIL9 2.23 24°47,01 

91-92° [6.16223 NA 137 26.29 ° 2.04 44.14 

92-93 16.23 NA 11.38 PN Pe 2.18 46.69 
Tamil Nadu : 

1990-91 43.82 9.37 14.55 LD 3.19 17.72 

91-92 43.50 10.09 14.04° 11.00 2.94 18.43 

92-93 40.70 Oa 13.10 10.58 Bion | S2eBoa 
Maharashtra 

1990-91 30.44 8.42 15.41 NA 19.57 26.16 

91-92 29.10 8.35 13.98 11.45 20.59 16.53 

92-93 28.82 7.38: 14.48 E125 20.80 bias 
Madhya Pradesh 

1990-91 34.79 6.21 15.01 20.38 162 21.99 

91-92 34.76 6.79 14.09 17.31 LS Scape 700 

92-93 35.02 6.77 13.06 17.89 1.49 225475 


® Urban hospital exclude teaching hospital for which data was difficult to 
compile; others in the case of Punjab includes Medical education and teaching 
Hospitals and disease Control refers to Public Health major head. 

* Others includes ESIS,rural Hospitals, CHCs and dispensaries, non allopathic 
systems, grants to local bodies and NGOs etc. 

Source: Same as Table 5. : 
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plete) to the states in the war against these diseases, mainly smallpox (in 
the past), malaria, leprosy, tuberculosis and now AIDS. Further, in recent 
years substantial international assistance has been mobilised for increas- 
ing resource allocation to these disease control programmes. 

In Table 6 we have seen that states like Andhra Pradesh (22 per dent), 
Gujarat (15 per cent), Maharashtra (14 per cent), Tamil Nadu and Madhya 
Pradesh (13 per cent each) spend a higher share of their budget on disease 
control programmes. In terms of per capita expenditures Andhra Pradesh 
(Rs 11 per capita), Punjab and Tamil Nadu (Rs 9 per capita) have higher 
expenditures and Madhya Pradesh and Kerala the lowest (Rs 5 per capita). 

In all the states the National Malaria Eradication Programme takes 
away the largest share of expenditure on disease control programmes 
averaging 55 per cent of such expenditures. This however does not mean 


TABLE 7: SHARE OF SELECTED DISEASE CONTROL PROGRAMMES 


Disease Control Percentage Share in Disease Control 
Rs Per Capita Malaria Leprosy Tuberculosis 


Kerala 

1990-91 3.08 36.3 ded | 6.3 

91-92 3.61 324 31.4 6.3 

92-93 4.76 30.0 . 29.3 6.1 
Gujarat 

1990-91 6.70 42.2 16.4 22.8 

91-92 7.90 38.6 14.1 21.9 

92-93 8.49 47.7 . 143 21.4 
Anciira Pradesh 

1990-91 8.27 62.8 28.7 y is 

91-92 8.87 59.9 28.6 32 

92-93 10.62 56.6 26.6 | 
West Bengal 

1990-91 6.48 56.6 20.2 8.6 

91-92 5.82 47.3 20.7 13.0 

92-93 6.49 45.0 19.5 12.5 
Punjab 

1990-91 6.86 NA NA NA. 

91-92 9.90 NA NA NA 

92-93 9.76 NA NA NA 
Tamil Nadu 

1990-91 8.31 NA sp a Ba 

91-92 8.70 NA 33.1 10.8: 

92-93 8.75 _ NA S20 10.9 
Maharashtra 

1990-91 8.12 59.8 20.9 10.0 

91-92 7.83 59.1 - 23.0 if: 

92-93 8.28 59.0 24.0 6.9 
Madhya Pradesh 

1990-91 4.53 56.4 20.2 Ret 

91-92 4.63 : 54.7 20.5: 1.3 
* 92-93 4.73 54.9 20.2 1.3 
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that the malaria programme gets all the funds. This is again an accounting . 
problem. The malaria workers of the erstwhile vertical malaria program 
constituted the largest paramedic workforce. After integration of health 
programmes in the mid-19970s these workers (and other staff) who are 
now multipurpose workers carrying out tasks related to the various disease 
and other programmes continue to get their salaries from the ‘malaria’ 
account head. This is the reason why allocation to malaria appears this 
huge in comparison to other disease programmes. Across states there is 
some variation with Kerala (30 per cent) recording the lowest proportion 
of expenditure for malaria and Maharashtra (59 per cent) the highest. 

The National Leprosy Control Programme gets the next largest allocation 
with 25 percent of the share on average. Tamil Nadu (32 percent) and Gujarat 
(14 per cent) have the highest and lowest share of expenditure, respectively, 
for leprosy. Like malaria, variation in leprosy expenditure is small across 
states because leprosy continues to be a vertical programme with strong 
central control. Tuberculosis control, except for Gujarat (21 per cent), gets a 
very low share and appears to be the most neglected disease control 
programme averaging less than 10 percent of the share of disease programmes. 
Among all the diseases covered by national programmes tuberculosis is the 
most prevalent as well as the most fatal one but it gets one of the lowest 
allocations. In fact a national evaluation of the TB programme by a joint GOI- 
WHO-SIDA team revealed that TB cases tended to concentrate in the district 
TB centre and the drug supply was so poor that effective supply was available 
for less than one-third of the registered cases. 

The preceding discussion has highlighted the low level of public health 
spending in most states, the wide rural-urban disparities in spending and the 
large variation in spending across the states for most health programmes. 
How effectively is this allocated amount spent? Here we look at the line items 


TABLE 8: RANGES (1992-93) AND MEANS (1990-93) oF EXPENDITURES ON SALARIES 
ETC OF SELECTED PROGRAMME 


Salaries Materials and Supplies 

Range Mean Range Mean 
Malaria (MP) 65-95 (KE) 19 (KE) 0.5-30 (MP) 14 
Leprosy (MH) 76-89 (TN) 83 (TN) 4-10 (KE) 6 
Tuberculosis (MH) 25-94 (MP) 55 (MP) 0.7-73 (KE) 40 
Urban Hospitals (GJ) 63-77 (AP) 66 (AP) 19-31 (TN) 24 
Teaching Hospitals (TN) 48-66 (AP) 58 (AP) 13-50 (TN) 25 
Rural Hospitals 
and Dispansaries (KE) 64-88 (PJ) 73 (GJ) 2-34 (KE) 15 
Primary Health 
Centres (AP) 74-89 (KE) 83 (WB) 6-17 (AP) 1G 


The abbrevations in parentheses are names of states wfth the minimum and 
maximum range values. 
Source: Same as Table 5. 
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of the major health programs, that is salaries and materials and supplies. 

Disaggregating the expenditures on selected major health programmes 
into salaries and materials and supplies we find that in general salaries take 
away an exceptionally large proportion of the expenditures in all the 
activities under the public health sector. The ranges (1992-93 budget) and 
means (three- -year average) of the proportionate share for both categories 
of expenditures i in the eight states for selected programmes is given in 
Table 8. It is evident that disease control programmes and rural health 
programmes have very high salary expenditures which leaves a very small 
sum for other supportive expenditures without which the health care 
programmes are rendered ineffective.The urban hospitals and teaching | 
hospitals are relatively better looked after and this is reflected in their 
overutilisation which creates its own problems. In contrast the gross 
underfunding and the poor allocative efficiency of rural health programmes, 
leads to very low levels of utilisation of these facilities, thus causing a lot 
of wastage of the assets created and personnel employed. 

In conclusion one can add that rural health care programmes are grossly | 
underfunded, and what little resources are deployed are inappropriately 
utilised leading to the poor efficiency and use of the rural health infrastucture. 
At the other end, though urban areas are better endowed and allocations have 
relatively a much better mix, the urban health care system suffers from an 
unnecessary pressure, including an influx of patients from less endowed rural 
areas leading to overcrowding, which also makes it inefficient. If even the 
existing resources available are better distributed both geographically and in 
terms of input composition of expenditure (salaries, materials & supplies, 
maintenance, equipment, etc) the present system too can become more 
effective and responsive to the health care needs of the people. But this should 
not be taken to mean thaf the public health sector does not need more 
resources..On the one: hand “allocative efficiencies need to be drastically: 
improved but perhaps more importantly the overall resource allocations to 
the public health sector, especially to rural areas, needs a substantial enhance- 
ment if people have to be served better and more effectively. 
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Structural Adjustment and Health 
Policy in Africa 
Rene Loewenson 


World Bank-International Monetary Fund structural adjustment 
programmes (SAPs) have been introduced in over 40 countries of 
Africa. This article outlines the economic policy measures and the 
experience of the countries that have introduced them, in terms of 
nutrition, health status and health services. The evidence indicates that 
SAPs have been associated with increasing food insecurity and under- 
nutrition, rising ill-health and decreasing access to health care in the 
two-thirds or more of the population of African countries that already 
lives below poverty level. SAPs have also affected health policy, with 
loss of a proactive health policy framework and a widening gap 
between the affected communities and policy makers. 


Adjustment programmes are rending the fabric of African society. Of the 
estimated half a million child deaths in 1988 which can be related to the reversal 
or slowing down of development, approximately two-thirds were in Africa. 

; UNICEF 1989. 


THE economic structural adjustment programme, ESCAP or SAP has 
' Many names in Africa. To banking and financial interests, these words 
spell economic growth and development. For the poor majority of Africa, 
they spell hardship and struggle. 

Africa is a continent that is often portrayed as being at best irrelevant 
to the international economy. It has been commented that if Africa north 
of Johannesburg sank below the seas, the international markets would not 
notice. It is true that Africa provides a small fraction of the global gross 
national product. But Africa is also a continent of social ideas, aspirations, 
and struggle. It is a continent where ordinary peasants and workers have 
in this century waged successful liberation struggles to shake off centuries 
of colonialism and racism and where a second wave of democratic action 
is being waged against one-party or one-man governments. Africa is a 
crucible of change, fertile ground to nurture the best that human develop- 
ment has to offer, but often victim to the worst that it imposes. 

This is particularly important for people working in the health sector. 
Health is a product of material well-being, but it is also a consequence of 
the social organisation to obtain or produce those material resources. 
There are many examples of how popular organisation and community 
mobilisation have contributed to health, even against a background of 
scarce material resources. They exist in the primary health care gains in 
Mozambique in the early years of its independence; in the substantial 
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reductions in infant mortality in many African countries in the early post- 
independence period; or in a rate of expansion of primary education in 
Zimbabwe in the 1980s that is unequalled in the world[1]. These achieve- 
ments were a product of the combined impact of resource allocation and 
social mobilization. How have SAPs affected health policy and the social 
development central to improvements in health ? The answer cannot be 
found in policy documents, where harsh reality is often disguised in 
acceptable policy terms. While producing a wake of retrenchment, price 
increases, social decline, and hardship, the Zimbabwean SAP states its 
commitment to “improve living conditions, especially for the poorest 
groups” [2]. It is more relevant to examine actual changes in health and 
social organisation after the introduction of structural adjustment, and 
from this derive the de facto impact on health policy. 


The World Bank and the IMF are in breach of the Charter of the UN in that they 

have not promoted higher standards of living, full employment and conditions 

of economic and social progress and development, nor have they promoted a 

universal respect for the observance of human rights and fundamental freedom 

for all. 

—Verdict of the Permanent People’s Tribunal on the Policies of the IMF, 
September 1988 [3]. 


Since 1980, money has been flowing internationally from South to 
North. In 1979, there was a net flow of U.S. $40 billion from North to 
South. Today about $60 billion are transferred from poor to rich countries, 
excluding the repatriation of private profits. From the 28 least developed 
countries in the world, their foreign debt equals 91 percent of their gross 
domestic product. The African debt has become totally unpayable; in sub- 
Saharan Africa it represents over one-third of export earnings[4]. With 
rising political and economic tensions, developing countries have been 
encouraged to adjust their economies to increase their external funds for 
debt repayments, mainly through cuts in domestic expenditure and an 
increase in exports. This has led to a tide of International Monetary Fund/ 
World Bank SAPs across the continent. In the first half of the 1980s, three- 
quarters of African countries had implemented IMF/World Bank SAPs. In 
many African countries, so called “homegrown” SAPs have included 
classical World Bank policy measures that have been allied in an almost 
uniform form in over 40 African countries, as well as in countries in Asia 
and Central and South America. Under SAPs, the economy is adjusted 
structurally to manage the balance of payments, reduce the fiscal deficit, 
increase economic ‘efficiency’, and encourage private sector investment 
and export-oriented production. 

The major measures include: 
Currency devaluations and control of the money supply; 
Reduction of public borrowing and government expenditure, particularly 
in the social-sectors; 
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Trade liberalisation, reduction of tariff rates, and other incentives for 
foreign investment; 

Abolition of price controls; 

Privatisation of public enterprises or reduction of subsidies to parastatals; 
Withdrawal of subsidies on food and other commodities; and 
Retrenchment of workers; wage freezes, and deregulation of laws protect- 
ing job security. 3 . 

In 1989, based on the experience of countries already implementing an 
SAP, the UN Economic Commission for Africa outlined the potential 
negative economic and social impact of these policy measures, as shown 
in Table 1[5]. The World Bank (and many of the implementing govern- 


TABLE 1: STRUCTURAL ADJUSTMENT POLicy MEASURES AND THEIR IMPACT 
Policy Instrument Effect 


Budget reductions, espe- Undermines human conditions, especially the 
cially on social services environment and future potential for development; 
and essential goods. =—sinecessities massive sector retrenchment. 


Indiscriminate promotion Undermines food self-sufficiency; can lead to 
of traditional exports; environmental degradation; oversupply can 
price oniy to tradeables. _ reduce prices. 


Across the board credit Overall contraction of the economy; decline in 


squeeze. Capacity utilisation; closure of enterprises; 
accentuated shortage of critical goods and 
services. 

Currency devaluation. - Socially unsupportable increases in prices of 


goods and services; raises domestic cost of 
imported inputs; triggers inflation; diverts foreign 
exchange to speculative activities and enchances 
capital flight; worsens income distribution 


patterns. 
Unsustainable high real Shifts the economy toward speculative and 
interest rates. trading activities and fuels inflation. 
Total import Leads to greater and more entrenched external 
liberalisation. dependence; intensifies foreign exchange 


contraints; jeopardises national priorities such as 
food self sufficiency; erodes capacity of infant 
industries. 


Dependence on market Worsens inflation through sharp rises in produc- 
forces for getting prices tion costs; distorts production and consumption 
right in structurally distor- patterns and may derail transformation. 

ted and imperfect markets. | 


Doctrinaire privatisation. Undermines growth and transformation; 
jeopardises social welfare and human conditions. 


Source: References [5]. 
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ments) warn of the short-term harsh impact of SAPs: retrenchment, 
cutbacks in public expenditure and social services, charging fees for social 
services, rising prices, and shrinking real incomes. The palliative is that at 
some undefined point in time the economy will “pick up” and the growth 
generated will not only pay back the debt but will also trickle down and 
improve the lot of the poor. 

By the mid 1980s, increasing evidence began to emerge of these 
negative effects of SAPs on the conditions of the poor majority. 
Falling real incomes, higher costs of living, and reduced government 
expenditures on social services produced a severe deterioration in the 

living standards of the majority. In sub-Saharan Africa, per capita incomes 
fell by over 25 per cent in the 1980s, and unemployment increased in 
most countries [6, 7]. In UNICEF’s 12-country study of the impact 
of SAPs, unemployment increased, to over 25 per cent in Jamaica, 16 per 
cent in Chile, and from 5 to 11 per cent in Peru. Declining formal sector 
employment was reported to push people into the informal sector [8]. The 
special session of the UN General Assembly on International Economic 
Co-operation on April 23-28, 1990, concluded that SAPs had in many 
instances exacerbated social inequality without restoring growth and 
development and with threats to political stability. The brunt of the 
programmes has been acknowledged to fall on the poorest, who have been 
repeatedly urged to “tighten their belts”. In many African countries, this 
constitutes that two-thirds of the population already impoverished by 
economic inequities and recession, whose response is often, “we have no 
belts left to tighten!” 


IMPACT ON HEALTH 


“Belt tightening” has been a euphemism for a fundamental attack on the 
basic elements of social well-being. African countries undergoing an SAP 
have been reported to have experienced rising rates of ill-health and 
mortality in both the urban and rural poor. Diseases that had reportedly 
been eliminated, such as yaws and yellow fever in Ghana, reappeared 
during the SAP period [4,8,9]. Not only have SAP policies ignored this 
increase in ill-health, but they do not include the profound economic and 
social impact of the AIDS epidemic at the household, community, or 
national level. 

Infant and child health, often taken as a sensitive indicator of com- 
munity well-being, has shown marked declines. The infant mortality rate, 
which had begun to decline in many African countries, rose by 4 to 54 per 
centin the SAP periods of the seven African countries shown in Table 2[6]. 
Increases in under-five-year mortality rates of 3.1 to 90.9 per cent were 
observed in these countries in the same period[6]. In 1988, the UN was 
informed during the review of its Program of Action for African Economic 
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Recovery that one million African children had dies in the ‘debt war’ 
(quoted in 7). 

Nutrition and food security are major contributors to the health of the 
population. Although one of the major policy tools of an SAP is to raise 
producer prices of export crops to stimulate production, there is evidence 
that poor rural house-holds have not benefitted from these measures. 
Producer price increases have been offset by increases in costs of inputs to 
production. In Zambia, for example, maize producer price increases of 142 
percent dropped to a real increase of only 6 per cent after taking input cost 
increases into account[10]. There are no incentives for food crop pro- 
duction, which occupies the majority of the poorest peasants, parti- 
cularly women farmers, and provides for a substantial part of rural food 
security[11-13]. In addition, incentives are often given through credit 
facilities, which tend not to be used by the poorest farmers. 

Real wage reductions, rising prices, especially for food, and the cut- 
back in public subsidies have stressed the ability of urban incomes to meet 
minimum subsistence needs. In Mozambique, for example, removal of 
food subsidies caused a real increases in food prices of 400 to 600 per 
cent. In January 1989, a kilogram of tomatoes or onions cost 5 per cent of 
an office worker’s wage[14]. Any real increase in food prices take a heavy 
toll on low-income groups, some of whom spend up to 80 percent of their 
income on food. The mid-1980 average wage in Ghana was sufficient to 
buy only 30 per cent of food needs[8]. Households try to cope with their 
declining purchasing power by shifting food consumption to poorer 
quality, high-bulk, and low-energy food, leading to chronic nutritional 
deprivation, particularly in young children. 

In some countries governments introduced food ration systems as part 
of a “safety net” for the poorest. In Zambia a coupon system was 
introduced for maize meal, initially for urban households, and then for 
those earning below K 20,500 (kwacha) a year. Many problems were 
experienced with the coupon system. It was restricted to certain outlets, 


TABLE 2: INFANT MorTALITY RATES IN COUNTRIES WITH IMF/WorLD BANK 


PROGRAMMES 
Infant Mortality Rate Percent Change, 

1965 1980 1985 1980-85 
Ethyopia 165 146 168 +15.1 
Mali 200 154 174 ° +26.5 
Madagascar na 71 1G +53.5 
Uganda ea 97 108 +11.3 
Tanzania 138 103 110 + 6.8 
Somalia 165 146 loz + 4.1 
Kenya FIZ 87 91 + 4.6 
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limiting the access of low-income house-holds, and it left out rural 
consumers and those in the informal sector, among the poorest Zambian 
households[15]. A more direct subsidy on roller meal in Zambia, thought 
to be of more direct benefit to low-income groups, resulted in millers 
shifting production to more high-cost cereals and meant that roller meal 
became unavailable[16]. 

A 10-country study published by UNICEF on the effects of adjustment 
on health concluded that the nutritional status of children had declined in 
all but two of the ten countries[8]. Data from Zambia indicate that at the 
height of the adjustment period between 1980 and 1984, hospital deaths 
due to malnutrition increased from 2 to 6 per cent in the 0 to 11 month age 
group and from 38 to 62 per cent in the 1 to 4 year age group[17]. Ina 1987 
survey in the University Teaching Hospital in Lusaka, almost 60 per cent 

-of the child admissions were from the low-income areas of Lusaka and 37 
per cent were from malnutrition[15]. 

Despite increased ill-health, health sector expenditure has been cut 
under SAPs: For example, per capita expenditure on health was 
reported to have fallen by 40 per cent in Jamaica, 23 per cent in Ghana 
and 8 per cent in Brazil[8]. Cuts in public expenditure have been 
associated with the introduction of ‘cost recovery’—a World Bank 
euphemism for fee charging. In Ghana for example, fee charging was 

introduced for ward admissions, first visits to specialist clinics, casualty 
and polyclinic services, drugs and tests. Fees initially introduced at low 
levels immediately rose rapidly, with increases of 800 to 1000 percent in 
1985 alone[18]. 

Fee charging has been reported to improve the quality of services.and 
provision of drugs, but it has also decreased accessibility, particularly in 
low-income groups. In Mozambique, for example, fee charging was 
reported to depress outpatient visits in Maputo by 24 per cent between 
1986 and 1987, while contributing to a minimal 1.6 per cent of the state 
health budget[14]. While many countries (including Mozambique and 
Ghana) have exemptions for the poorest, in practice poor households have 
found these difficult to claim. 

Health workers have also been affected. Cutbacks in public expenditure 
have in many countries squeezed expenditures on salaries, while price 
increases have reduced real earnings of health workers, so that there has 

‘been a loss of personnel, particularly from the public health sector. In 
Ghana, for example, of 1,700 doctors working in the public health sector 
in 1982, only 665 were in post in 1987, most having left for Nigeria and 
Saudi Arabia[18]. Health workers in the public sector are increasingly 
pressured to perform private work for extra income, and use public 
resources to support these practices[14]. Many skilled and experienced 
professionals, in health and other sectors, move to donor agency employ- 
ment, where their incomes, conditions of work, and facilities are much 
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better. Donors in their turn provide selective support to sepcific programs 
under their own management, many without addressing broader 
infrastructural support of the public sector[19]. With declining public 
sector infrastructures and worsening conditions of service, demoralized 
health workers have resorted to strike action, such as in the health worker’s 
strikes in Mozambique in 1990 and Zambia in 1991. 

The negative impact of SAPs on health and health care described above 
is an indication of a profound, if unstated, change in health policy. The 
detailed measures and effects vary, but there are consistent broad features 
of this change: A proactive health policy is replaced by health sector 
measures to accomodate the SAP. There is a widening gap between 
affected communities and policy makers, leading to alienation and 
social tension, with the social response ranging from individual coping 
mechanisms to social resistance; and health as a right (with its inherent 
principles of equity) is changed to health as a commodity (for the rich) or 
a charity (for the poor). 

Nowhere is there articulation of the new ‘Health policy under SAPs’, 
not surprisingly as it generally implies a reversal of principles of equity in, 
participation in, and access to health care that were fundamental to health 
care progress in Africa. Ministries of health are not being asked to shape 
policies for the health sector, but rather to define ways of making the health 
sector accommodate to the economic policy measures in the SAP. One 
effect of an SAP is thus perhaps the loss of a proactive health policy. The 
policy debate in the health sector shifts markedly from demand-oriented 
questions on what the population needs and what would be feasible and 
effective to meet those needs, toward supply-oriented questions of what is 
affordable and cost effective. 


INDIVIDUAL VERSUS SOCIAL ROLES IN HEALTH 


Health is both a product of and a contributor to social development. A 
central aspect of health policy in post-independent Africa has been the 
importance of social and community mobilisation. The introduction of 
SAPs has affected this social element in two major ways. 

First, ithas placed amuch greater emphasis on the individual household’ s 
ability to buy services or to find ways of dealing with economic problems. 
_ The rising cost of living and problems in obtaining employment and basic 
needs under an SAP preoccupy households, often to the exclusion of other 
social activities. Economic poverty creates psychosocial stress even 
within households, between men and women, as well as between different 
sections of family or community[20]. Individualism is fostered in the 
market place, where competitiveness is more appropriate than coopera- 
tion. Workers and peasants are easily divided by selective benefits to the 
better off, and by the fear of economic insecurity. Social mobilisation is 
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more difficult to achieve under conditions where every service has its 
price. 

These individual responses are summarised in Ghana as “suffer- 
manage; beat-the-system; escape-migrate and return-to-the-farm”[9]. 
Suffer-managé refers to the endurance strategy of cutting back, while 
beating-the-system refers to finding every possible way of cheating the 
state or expoliting others. The escape-migration solution is to leave the 
country in search of brighter prospects, while the back-to-the-farm group 
packs up and returns to peasant life, in the hope of avoiding the price war 
of urban areas. 

The retreat to individualism is reinforced by the declining role and 
credibility of the state. In post-independent Africa, the state was the major 
instrument for social transformation through public sector driven reform. 
The state was the arena for idealism and policy change. Unfortunately, the 
state, in many African countries, also monopolised this role, to the 
exclusion of the development of civic society. As SAPs “disrobe” the body 
of the state, cut off its “excess fat”, and reduce it to a shrivelled and mean 
miser, ordinary people are left in bewilderment without effective social 
organization to protect their interests. : 

Second, SAPs have distanced the policy makers from the community. 
Planning has become the prerogative of the very few who sit at the same 
table and cooperate with the international finance institutions. Even senior 
national civil servants and professionals with local skills an experience are 
‘ reduced to ‘managers’ of policies developed by international consultants, 
whose exposure to local conditions is a one or two week ‘mission’. The 
population is the last to know the programme. The unpopular measures in 
an SAP produce a combination of secrecy and lack of consultation that 
make implementing governments appear authoritarian to ordinary people. 
The World Bank euphemistically calls for “strong government’ to imple- 
ment these top-down programs[16], while local scientists see it differ- 
ently. As Matlosa writes about the introduction of the SAP in Lesotho, 
“The reliance of the smooth operation of SAP on authoritarianism may be 
the reason why the IMF loan and its conditionality was never subjected to 
national debate in Lesotho”[21]. 

Denied the opportunity to influence policy, individual coping is matched 
with social resistance to the program. SAPs have led to unrest in almost all 
countries where they have been implemented. As hardships have in- 
creased, people have taken action with varying degrees of organisation or 
spontaneity. In Nigeria in 1988, petrol price increases and transport fare 
increases were met with a spontaneous uprising against the SAP, followed 
by a second demonstration in July 1989. In Cote d’Ivoire, students and 
workers in 1990 demanded an end to the SAP and for the president to step 
down. Similar demonstrations took place in Togo, Senegal and Sierra 
Leone. In Zambia in December 1986 and early 1987, demonstrations 
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broke out over the Copper Belt when maize meal price increases were © 
announced. Ten workers were killed in these demonstrations. In July 1990, 
food riots in Zambia again broke out, leading to an abortive coup and about 
26 people killed. Lesotho construction workers went on strike to demand 
reinstatement of 400 retrenched workers and wage increases, the state 
reacting with police force, shooting two workers and detaining others [21]. 
When the labour movement in Zimbabwe announced a day of protest 
marches against the ESAP and its consequent changes in labour laws, the 
state mounted one of the biggest security build-ups the country had 
witnessed since 1980. This relationship between resistance and state 
control further distances the state from the people. 

The combined effect of individual coping, social resistance, and the 
centralisation of planning is one of alienation from and distrust of the sate" 
and mounting social tension. Where civic society is active, this can 
motivate much more community-based discussion, which may generate 

new alternatives for health policy. In most African countries, however, 
civic organisation is weak, and people are pushed into increasingly 
individual methods of coping, or not toping, as the case may be. 

With the overbearing social costs of adjustment leading to social 
resistance and tension, the World Bank began to include as an adjunct to 
its SAP an additional component called the ‘Social Dimensions of Ad- 
justment (SDA)’ or the ‘Social Development Fund’. This was an attempt 
to implement “adjustment with a human face”. The SDA funds aim to 
both protect “poor and vulnerable population groups” from “transi- 
tional hardships,” and “alleviate transitional social hardships” seen to be 
temporary in nature[22]. Included in SDA measures are (a) employ- 
ment and training programmes for retrenched workers and those in the 
informal sector, together with small-scale venture funds for small busi- 
nesses and for labour-intensive, low-wage public works projects in rural 
and urban areas, and (b) targetted programmes for disadvantaged groups, 
including the urban and rural poor usually providing funds for health and 
education fees. 

The PAMSCAD programme implemented in Ghana in late 1987 invested 
$90 million several years after the introduction of the SAP to deal with its 
social casualties. The programme included redeployment of the un- 
employed, improved health care, nutrition, literacy, and water supplies. In 
Mozambique, attempts were made to follow the IMF package with a serics 
of compensatory measures to deal with the negative social impact two years 
later. These approaches were based on a principle of ‘targetting’ affected 
groups, at a time when two-thirds of Mozambicans lived in poverty[14]. 

Such programmes aimed at mitigating the effects of adjustment are 
often introduced some time after the introduction of an SAP. They are 
criticized as having a marginal effect at best, and at worst obscuring the 
fundamental causes of poverty and ill-health. 
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They regard vulnerable groups as targetable at a time when 50 per cent 
or more of the population is living in poverty. They direct resources to the 
poor as an act of charity and not a basic right. Without challenging the 
patterns of distribution of wealth, these programmes are criticised as being 
unstable in the long term, and for increasing dependence on outside 
financing[23]. SDA programmes reinforce a two-tier system : one tier of 
service provision according to ability to pay and a second tier according 
to need, funded from the social fund. The two tiers are segregated, 
obstructing equity or redistribution of social resources. Health is thus 
transformed from a social right to a marketed commodity for one section 
of the population or a targettable charity for another. 


HEALTH: CosT OR BENEFIT? 


It is evident that there is a deep contradiction between the SAP as an 
economic policy and those policies aimed at building the health of the 
population. Health workers who point to the social upheaval and human 
misery around them are faced by smug economists who say, “We told 
you this would happen, but it’s the price you pay for economic growth”. 
For those in the health sector, this raises two challenges: to make 
human resource development and thus health a more central element 
of economic planning and policies, and to contribute toward social 
organisation that will ensure the advocacy and implementation of those 
policies. 

While paying lip service to the importance of health, the SAP has raised 
a challenge to the social welfare model of health. It has become increasingly 
clear that it is not enough in these cynical times to have a health policy that 
strives for social justice. Only if the health of the people is viewed as a 
necessary input to economic growth and social stability will it be protected 
and developed. Health becomes an important element of economic growth 
when human resource development is central to such growth. 

One such economic policy, for example is the high skills strategy 
toward economic growth. Competitive advantage in an economy can be 
derived from access to natural resources, marketing strengths, technologi- 
cal sophistication, labor skills, the costs of capital inputs, and wage and tax 
rates. There are usually three main strategies for competitive advantage; 
resource-based strategies, low-wage strategies, and technological and 
skill-intensive strategies. As resources have themselves become less 
important in recent decades than what is done with them, it is to the latter 
two options that we should pay attention. 

Low-income/low wage strategies involve low-skill production 
methods; use informal sector, part-time, and casual labour; and involve 
weak environmental and health standards, poor social investment, and 
limited infrastructures. Low wages are maintained by unemployment 
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and poor social development of labor, which contributes to the erosion of 
workers’ bargaining power. Low wages alsolead toa widening inequality in 
the distribution of incomes and wealth. From the measures described 
earlier, it is evident that the SAP is a new form of the old low wage/cheap 
labor that has marked African economies since colonialism. 

The second approach to economic growth involves a high skills 
strategy, which shifts the emphasis to the source of wealth. The high 
skills strategy emphasises increasing the value added, rather than dimi- 
nishing labour’s real share of the existing value added. In contrast to alow- 
wage approach, which is based on skirmishes over a static pie, a high skills 
strategy is based on sustained increases in the pie. 

Sustained increases in wealth arise from increases in productivity and 
- in the value added to goods, that is, the difference between the cost of raw 
materials and of products. Value added comes primarily from techno- 

logical innovation. However, sustainable innovation can only be based on 

the growth of skills in the workforce. In Japan, for example, the high skills 
option was successfully used to penetrate markets dominated by US 
companies. In Germany and Sweden, public policy has made it impossible 
to pursue low-wage options and has forced high skills strategies and 
technological innovation. In Africa, where there are limited resources to 
import new technology, the need for a sustainable strategy for indigenous 
technological innovation is even more extreme. 

Because the high skills strategy emphasises human resource develop- 
ment as a means to technological innovation and increasing value added, 
it is consistent with higher wage payments, better working conditions, 
better social sector provisions, and a reducing inequality in incomes. 
While this has led to higher quality of life and health indicators, it has also 
led to economic and productivity growth[24]. In such an economy, health 
and health care become contributors to development, and not costs. This 
important choice of a human-centered path to growth and social develop- 
ment was recognised in the Lagos Plan of Action signed by African Heads 
of State in 1980, which states that, “since Africa’s greatest asset is its 
human resources, full mobilisation and effective utilisation of the labour 
force for national development and social progress should be a major 
instrument of development’[25]. These resolutions were further devel- 
oped in the 1989 UN Economic Commission for Africa’s Alternative 
Framework to SAPs for Socio-economic Recovery and Transformation: 
(AAF-SAP)[5]. ; 

These documents contain noble intentions, but successively stated at 
the beginning and end of adecade that saw three-quarters of the same heads 
of state implementing SAPs, with their trail of human waste and misery. 
This failure of African leaders to implement their own stated policies 
makes it evident that human-centred policies will not or cannot be 
implemented without an active and democratic civic society. 
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This raises the second issue for health workers. It is evident that civic 
society is beginning to emerge in Africa, in an environment complicated 
by the poverty and social disruption partially described in this article. 
Health workers are one section of that civic society. Whether within their 
own health-related organisations or in support of other representative 
organisations — including women’s groups, resident associations, trade 
unions, peasant and other producer groups, professional and human rights 
groups — the extent to which those in the health sector contribute toward, 
nurture, and advance civic, community organisation may be one of their 
most important contributions to health. 

[This article was presented at the International Association of Health Policy 
Conference, Bologna, Italy, October 6-10, 1992.] 
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DOCUMENT 


Charter of Demands on Family Planning 
Programme 


About 40 women activists and women leaders from 
grassroots organisation from 10 organisations representing 
almost all the districts of Tamil Nadu, participated in a two-day 
meeting hosted by Rural Women’s Social Education Centre 
(RUWSEC) Chengalpattu. Participants of the meeting spent a 
day working in groups to evolve proposals for changes in the 
family planning programme. The outcome of these discussions 
are presented here. 


1 ‘No’ to incentives at all levels; and a call to invest, instead, on 
comprehensive reproductive health care of sound quality, for both women 
and men. Treatment for infertility and contraceptive services to be part of 
comprehensive reproductive health care. 

2 Access to information on a wide range of contraceptive methods 
including natural methods; and the option to choose any of these, (or none 
at all). 

3 Access to safe and affordable abortion services, without attaching 
conditions such as sterilisation or adoption of a method of contraception. 
4 ‘No’ todemographic targets being the indicators for evaluating programme 
performance. 

5 ‘No’ to any form of overt or covert coercion, including disincentives to 
non-acceptors, and disincentives to service-providers. 

6 Mechanisms for monitoring and redressal in case of negligence or abuse 
to become an essential part of the programme at all levels. 

The call to invest on comprehensive reproductive health care was 
further elaborated, into the kind of changes this would require overall, and 
specifically at the sub-centre/PHC levels. 

(1) Health personnel at all levels should be sensitised to women’s health 
needs. Taking women’s concerns and needs seriously should become a 
norm, not the exception. 

(2) All the non-functioning PHCs and sub-centres should be made func- 
‘ tional. Adequate resources should be invested to make this possible. 
(3) Sex education and education on contraceptive methods and devices 
should become a top priority for sub-centres and PHCs. Posters, pamph- 
lets and other educational material should be prepared, which give de- 
tailed and objective information. These could be displayed/distributed 
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through out, patient clinics in PHCs, MCH clinics and the like; introduced 
as part of adult and non-formal education classes and in high schools, and 
so on. 
(4) Inter-sectoral coordination for promotion of health, should be trans- 
lated from slogans intor practice. There should be a district level commit- 
tee with representatives from various departments, as well as representa- 
tives from local organisations, to ensure that communities have access to 
basic needs and amenities. 
(5S) Sub-centres, instead of being only MCH centres, should provide 
general preventive and curative health care to all members of the commu- 
nity. It should have both male and female health personnel, and regular 
out-patient clinics. 
(6) The sub-centre would be the focal point from which health educatron 
and extension activities are initiated. Among its activities would be sex 
education for adolescents (both boys and girsl, conducted by the male and 
female staff respectively if necessary); premarital counselling of couples, 
and broad-based information dissemination on all methods of contracep- 
tion, including natural methods. 
(7) The PHC would be better equipped, and provide a comprehensive 
range of services. It would minimally have adquate water supply and 
sanitation facilities, a clinical laboratory, and a vehicle for transporting 
_serious cases to the referral hospital. 
*(8) A regular ‘reproductive health care’ clinic catering to both men and 
women would be an essential component of every PHC. This clinic would 
be open on ail days and would provide: 

(a) Counselling for contraception to both ment and women, and cba 
cater to unmarried and adolescent groups as well, and not only to married 
women. Information would be provided on all modern methods of 
contraception, both temporary and permanent, and also on natural 
methods, without demanding that any of:these be adopted. 

(b) Comprehensive reproductive health care including treatment of 
sexually transmitted diseases, treatment of infertility and screening of 
women “at risk’ for breast cancer and cervical cancer. 

(c) Antenatal, natal and postnatal care, including surgical and other 
facilities to deal with complicated deliveries and health problems that 
may ensue as a consequence of complications in delivery. 

(d) Medical termimanation of pregnancy, and sterilisations for birth 
control, in addition to IUD insertion, and dispensing other methods of 
contraception. There should be no more sterilisation ‘camps’ performing 
hundreds of sterilisation operation with scant regard to quality, and no 
provision for follow-up. Instead, sterilisations should be available on a 
regular basis at the PHC. 

(e) All necessary check-ups before a method is adopted, to rule out any 
contradindications. 
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(f) Follow-up care for anyone who is practising contraception, irrespec- 
tive of where the original services were received from. Fortnightly 
domiciliary visits at least for the first six weeks should be part of the 
follow-up package for sterilisation and IUD insertions performed in the 
PHC. 

(g) Medical help and the option of discotinuing the method, together 
with choice of an alternative method, for those approaching the clinic with 
problems following adotion of a contraceptive method. 

There was a lively debate on alternative indicators to assess the 
performance of the FP programme. It was agreed that since family 
planning is seen mainly as a means to the larger goal of improving the 
health of women and children, indicators of women’s and children’s well- 
being would be the most appropriate assessment indicators. Some of the 
FP assessment indicators suggested for localised collection and analysis 
of data are: 

— improvement in infant and child survival rates 

— decrease in maternal mortality 

— decrease in maternal morbidity 

— improvement in the rate of safe abortions, 1 e decrease in the 
proportion of deaths/serious health problems from unsafe abortions 

— decrease in the proportion of women in reproductive age groups 
suffering from anaemia 

— outreach of information on contraceptives, and availability to 
women of a method of their choice. | 
- - (Financial support for this meeting was provided by the Ford Founda- 

tion and the UNFPA, India.) 
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COMMUNICATIONS 


Injured Psyches 
_ Survivors of Bhopal Disaster 


A decade after the Bhopal disaster,survivors are struggling to 
make peace with themselves and sense out of the confusion 
around them. 


IT is a decade since over 40 tonnes of lethal gases leaked out from Union 
Carbide Corporation’s Bhopal-based pesticides factory and affected over 
500,000 people. Most of these gases which included methylisocyanate, 
hydrogen cyanide, mono methylamine have caused permanent damage to 
the respiratory, gastrointestinal, reproductive, immunological, nervous, 
musculo-skeletal and other systems of the body and over one-fifth of the 
affected population continue to suffer acutely from exposure-related 
illnesses. Reserach conducted by the Indian Council of Medical Research 
has indicated chromosomal aberrations among the gas exposed and 
physical and mental retardation among the children born in the subsequent 
years to exposed parents. The damage to the immune system and 
consequent proneness to secondary infections has given rise to an alarming 
rise in the incidence of pulmonary tuberculosis and other infectious 
diseases. As can well be imagined there is a high incidence of mental 
health problems among survivors. With the collection of medical data 
almost abandoned it is not possible to estimate the numbers of survivors 
who continue to suffer from anxiety, depression, insomnia, emotional 
disturbances and other psychiatric disorders. -Impressionistic accounts, 
however, suggest that the numbers have gone up over the years and not 
come down. Yet no efforts have been made by the government to provide 
professional support to the mentally ill; nor are doctors, government or 
private, familiar with ICMR’s ‘Manual on Mental Health Care’ — a 
unique work because of its sensitive and sympathetic approach to the 
problems. Further, in a sharp departure from legal principles, accepted 
everywhere damage to mental health of the exposed people has not been 
regarded as compensable injury. while these issues of concern require to 
be addressed, the purpose here is to outline the medical, social, economic 
and political circumstances that, over the years, have given rise to a 
situation which has been detrimental to the mental health of the Bhopal 
survivors. An overwhelming degree of uncertainity arising out of a near 
complete lack of information leaves many questions unanswered for the 
SUIVIVOTS. | 
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What has happened to my body? 


It would not be an exaggeration to say that ever after all these years not 
a single suvivor knows what damages have been caused by exosure to the 
gases. Whatis it that makes them breathless, fatigued and too weak to carry 
on with usual chores ? UCC’s refusal to divluge information about the 
medical consequences of the leaked gases is major reason for these 
uncertainities. However, researchers of ICMR and other agencies too 
have not exactly covered themselves with glory in this respect. Volumes 
of ICMR publications produced after studies that hae been done on blood, 
urine, semen, tissues and other samples from these victims continue to be 
‘classified’ for mysterious reasons. No attempt has yet been made to 
disseminate any information that has been generted. Government doctors 
treating survivors dre wont to ascribe most of the survivors’ problems to 
their imagination and efforts to explain the nature of the damages wrought 
on their bodies are absent. To be fair to them, often doctors are as much 
in the dark regarding the patient’s illnesses as the patient herself, but such 
shared ignorance provides little comfort. Many survivors suffering from 
these probleks are misdiagnosed as patients of tuberculosis and sent to the 
TB hospital, only tobe brought back after several months and advised to 
discontinue anti-tubercular treatment. For some more unfortunate, the 
cycle is repeated. The trauma suffered by such patients have been 
glaringly demonstrated in many instances where gas-exposed young 
male patients in the TB hospital have doused themselves with kerosene 
and set themselveson fire in the very wards where they were admitted. 
Unfortunately non-government voluntary efforts towards dissemination 
of medical information too have been inconsistent and inadequate. 


What will my future health condition be ? 


Despite the passage of nine years and expenditure of crores of rupees 
(from the public exchequer) medical treatment of the gas-affected people 
continues to be the same as it ws on the day after the disaster, namely 
prescription of symptomatic-supportive drugs. It is common to find 
ailing survivors indicating the amount of capsules and tablets consumed 
by them not in numbers but kilograms and it is extremely rare to find cases 
where such consumption has provided anything but short-lived relief. 
That substantial portion (nearly 37 per cent according to a 1990 study) of 
these drugs are unnecessary and/or hazardous is yet another serious issue. 
It is indeed unfortunate that researches conducted by the ICMR and other 
agencies have contributed very little towards the treatment of the 
survivors. Possibly the search for a cure has been abandoned even before 
it was begun. One is led to suspect that had the victims belonged to an 
affluent and powerful class the situation with regard to medical treatment 
would not have been so bereft of iope in Bhopal today. The inefficacy of 
treatment, deterioration of health condition and manifestation of symp- 
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toms by survivors who had earlier been asymptomatic as well as the 
likelihood of subsequent complications — all these present an uncertain 
future for a large number of survivors. 


Is the Carbide factory still a threat? 


It is indeed unfortunate that the causal factors behind the world’s worst 
industrial disaster continue to be shrouded in mystery to this day. While 
Union Carbide has changed its story on what led to the disaster twice so 
far, scientists employed by the Indian government have made no attempts 
to adequately publicise the findings of their investigations into this 
matter. Little is known of the dangerous chemicals that remain inside the 
factory till today except when they have emitted (thrice so far) and caused 
nausea, unconsciousnes, giddiness cough, large scale panic and at least 
one reported death due to shock. In the absence of information regarding 
the safety (or the lack of it) of the factory, in the minds of the neighbourhood 
population it stands as an ogre that visits their dreams. Analysis of 
samples of soil and groundwater in the vicinity of the factory has indicated 
the presence of seven kinds of chemicals that cause damage to the kidney, 
liver and the respiratory system. Caused due to routine dumping of toxic 
wastes in and around the factory, these chemicals continue to pose a 
serious hazard to the neighbourhood communities. The need for dis- 
semination of scientific and technical information was possibly never 
better illustrated than during ‘Operation Faith’ when survivors fled 
Bhopal as the government announced plans to utilise the chemicals left in 
the tank. 


How will I sustain myself and my family ? 


_ Incapacitation as a result of exposure and the abyssmal failure of the 

government in the area of economic rehabilitation has made a large 
number of survirors dependant on monetary relief provided by the 
government. Such relief however is not a life time assurance and had 
actually been discontinued in May last. As estimated 50,000 survivors 
are unable to continue with the physically strenuous jobs that earned them 
a living and are likely to face starvation if monetary relief is stopped. 
The worksheds in the special industrial area built with an investment of 
Rs 6 crore and intended to provide jobs to at least 10,000 survivors are 
now being sold off to private industrialists ( at one-tenth the cost price) 
who have offered that 10 per cent of jobs would be reserved for survivors. 
Sewing centres run by the government provided employment to 2,300 
gas-effected women but now lie closed, for unexplained reasons. Eco- 
nomically thus an uncertain future awaits the survivors. 


When will I receive compensation ? 


It has been more than 20 months since disbursement of compensation 
has begun in Bhopal. The number of claims that have been adjudicated in 
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the period by the claims courts is about 6,000, while the total number of 
claims is more than a hundred times this. There are,as yet, no indications 
of any governmental concern over this impermissible delay in compensat- 
ing the survivors. At the current pace of distribution of compensation and 
the estimated current deaths attributable to exposure being 10 to 15 every 
month, a major percentage of the survivors would be dead before compen- 
sation reaches them. Ironically the union government had justified its 
settlement with Union Carbide on the grounds that this would enable 
survivors to receive compensation earlys since litigation to establish 
liability takes many years. 

Apart from the delay in disbursement, Er pession is being unjustly 
denied to the majority of the claimants. Official figures indicate that over 
70 per cent of the death claims, adjudicated so far, have been rejected. 
most of these rejections can be ascribed to the ignorance of the judges of 
the claims courts regarding the medical consequences of Carbide’s gases. 
Inordinate delay and unjust denials in compensation disbursement have in 
the minds of the survivors raised uncertainities not only about ‘when’ but 
also about ‘whether’. Alongwith these uncertainities there are endless 
assaults on the psyche of the survivors due to reasons associated with the 
disaster. Primary among these is the loss of dignity and self-respect 
suffered by the survivors caused in several ways. 

Over 80 per cent of the gas-affected population is composed of people 
who, prior to the disaster, earned their livelihood through such jobs as 
daily wage labour, pushing hand carts, carrying loads, doing construction 
work, rolling beedis, as mechanics, vendors, etc. Debilitation caused due 
to exposure related illnesses have rendered a large number of affected 
people incapable of carrying on with such work. While such incapaci- 
tation has affected both women and men workers, the effect on the male 
psyche has been more acute, possibly because supporting the family is 
associated almost exclusively with the male identity. Instances of gas- 
affected men going out to work despite their feeble condition and being 
confined to bed as a result of the induced stress after a few days of such 
risky endeavour are common. Of course, the lack of the means to satisfy 
the bare needs of the family is possibly a greater driving force than the 
need to prove one’s maleness, but the failure to continue with one’s usual 
job has both economic and psychiatric repercussions. 

Dole may seem a softer option for the survivors but actually survivors 
have long been demanding provision of jobs and cessation of monetary 
relief distribution, primarily because of the humiliation in negotiating the 
bureaucratic procedures and being subject to the harassment of red tape. 
Through various ways a survivor is often reminded that what she is 
receiving as dole is by the grace of the government and any objection to 
her being treated as a beggar would be considered a serious transgression 
of an assigned role. Unfortunately; the government’s neglect in the crucial 
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area of economic rehabilitation leaves the survirors with hardly any 
options but to suffer the indignities of dole distribution. 

As per the guidelines followed by the claim courts, survivor claimants 
have to prove their cases beyond reasonable doubt to be able to receive 
compensation. Given that medical prescriptions issued to the survivors 
rarely mention history of gas exposure and that in many instances prescrip- 
tions have not been issued by doctors, it becomes difficult for calimants to 
establish their case. this is further compounded due to the deep suspicion 
with which the judges view each case. As aresult, claimants in death cases 
have to face interrogations that require them to recall and repeat details of 
the pain, suffering and death of their loved ones under humiliating 
circumstances. This has led to some survivors to remark that instead of 
Union Carbide it is the victims of the multinationals who are being treated 
as culprits. For each case of claim, hearings continue for as long as a year 
and the psychiatric consequences of such prolonged humiliating and 
brutalising experience are bound to be serious. 

Survivors have also to cope with the gradual development of a macabre 
scenario that surround them. They see doctors making money as do 
lawyers government officials, medicine shops money lenders, photocopy 
‘wallahs’, etc while the patients get no better; they find Warren Anderson, 
the former chairman of the Corporation charged with manslaughter with 
a non-bailable arrest warrant issued against him and still being able to 
avoid the courts while their sons get locked up at the police station for 
protesting against such unlawful behviour, and so on. They find them- 
selves a part of a black comedy. Such an existence is bound to have an 
impact on the minds of the survivors. 

— Satinath Sarangi 
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REVIEWS 


Women’s Testimonies vs Medical Opinion 


Swatija 
Chayanika 


The Hysterectomy Hoax by Stanley West with Paula Dranov; Doubleday, 
New York; 1994; pp 214; price not mentioned. 

Hysterectomy:Whose Choice? by Valerie Colyer Farfalla; Random 
House, Australia, 1990; pp 126; price not mentioned. 


IN the past few years there has been an attempt to look at reproduction, 
reproductive technology, women’s body and biology from women’s point 
of view. There have been many individual and collective efforts in this 
direction all over the world including different parts of urban and rural 
India. Yet there are issues which have not yet been thought of, probably 
because of the the urgency other issues demand. And then it is incidents, 
sudden and important, that begin a number of new debates. For example, 
the horrible act of mass hysterectomies on mentally handicapped women 
from a government-run home in Shirur, Maharashtra, has raked up the 
issue of hysterectomy as a surgery. These hysterectomies performed on 
very young women (one of whom was just 13 years old) had also raised the 
question of what could be the effects of removal of the uterus. Was the 
uterus, removed apparently in these cases to help these women look after 
their menstrual hygiene, only there for the purpose of reproduction? Did 
the uterus or other reproductive organs have no role and interaction with 
the other systems in the body? Did the organ play no active role in the 
overall health of the woman? 

Doctors carrying out the surgery were insistent that hysterectomy was 
a common enough surgery; and, that the uterus had no other role than 
creating a nuisance for these ‘mentally retarded girls’. While defending 
this “common’ practice their logic was that one had to weigh the risks of 
the procedure against its possible benefits for ‘these’ women. The major 
benefit, they reckoned was relieving the women of the ‘unnecessary filth’ 
of menstruation and helping those looking after these women to cope with 
the ‘dirty’ excretion of menstruation. In the understanding of the medical 
practitioners and those supporting them, these women were not fit to 
reproduce and so for them the uterus was redundant, it just had ‘a nuisance 
value’. Hence nothing could be more beneficial than removing the uterus 
at whatever cost. 

We, however, fail to look at any of these as benefits for the women. For 
us the debate rested on issues of responsibility of the state and society 
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towards these persons with special needs. Such reductionist technological 
solutions could not in any way resolve the social problems involved, they 
could just provide convenience to others around these women. This also 
showed a very restricted view of the human being and the human body, 
both. 

: The trouble further was that the medical practicioners kept insisting that 
there was no surgery-related risk with hysterectomy. They insisted that it 
was an operation routinely carried out and had hardly any side effects. 
Knowing the way medical profession and medicine has ignored women’s 
experiences with regard to the use of other medical interventions, espe- 
cially those related to reproduction, we were wary of these claims. We 
started looking around for testimonies of women who had undergone the 
surgery and came across the two revealing books, under review here. One 
was The Hysterectomy Hoax by Stanley West (with Paula Dranov , anoted 
infertility specialist and chief of reproductive endocrinology atSt Vincent’s 
Hospital in New York city and the other, Hysterectomy:Whose Choice? by 
Valerie Colyer Farfalla, a Melbourne journalist writing extensively in the 
area of women’s health. 

West’s book begins with the following sentences: 

You don’t need a hysterectomy. It can do you more harm than good. Those are 

strong words, but the fact is that more than 90 per cent of hysterectomies are 

unnecessary. Worse, the surgery can have long-lasting physical; emotional and 
sexual consequences that may undermine your health and well-being. 

With these startling statements, the book goes on to explain what is 
hysterectomy, what its possible after effects are and the available 
alternatives for the disorders that could lead to surgery otherwise. He 
states that women have reported effects of the surgery time and again but 
the medical experts have dismissed these as psychological. In fact, he says 
that 

except when dealing with women’s problems, doctors are trained never to 

attribute symptoms to psychological factors unless we have ruled out all 

possible physical causes 


Our complaints being termed psychological is common experience for 
us as women. Be it dysmenorrhoea or menopausal problems we had 
always been told it was in our mind and had nothing to do with the physical 
state of our body. Yet now reasons are being found also in the changes in 
the body which even gave rise to the psychological states of depression 
and mental tension. 

In the case of removal of the uterus there is yet another aspect. Modern 
medicine as practised today ascribes only one function to the uterus, that 
of conception. So all women who are over the reproducing age or all those 
who are not considered fit for reproduction like the mentally handicapped 
are recommended removal of the uterus as a solution to most of their major 
or minor reproductive health problems. Without hesitation we are also told 
that there is no ‘need’ for the uterus in the body so why leave it behind and 
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be exposed to the possibility of contracting cancer. The fear of cancer and 
the faith in the doctor’s knowledge, opinion and ability is what convinces 
women to undergo surgery in cases where their opinion is sought. There 
are many instances, as in the case of the women from Shirur, when even 
this consent is not considered to be important. 

West narrates the incident of a 22-year-old woman who came to his 
clinic with a complaint of not getting her periods since she was 19 when 
she underwent a surgery for ovarian cysts. She had also not been feeling 
well with complaints of hot flashes, joint aches fatigue, headaches, 
depression, no urge for ‘sex’ because it hurt, and so on. She had moved 
residence and so could not go to the hospital where the earlier surgery was 
performed. On examination West found that she did not have any pelvic 
organs at all. her uterus, fallopian tubes, ovaries, all were missing. During 
her previous surgery everything had been removed and she had not even 
been told about it. Appalled, West tried to find out why this had been done. 
There was no pathological problem and yet the surgery was performed 
probably to give some practice in hysterectomy to some student attending 
the clinic.Besides the horror of this uninformed surgery, West says that 
the incident provided him personally with new insights. _ 

Although this young woman was unaware of the fact that she was 
hysterectomised, the complaints that she was reporting were the same as 
that of other women who had undergone hysterectomies. They were 
similar to the complaints that were being brushed aside as psychological 
with no basis. This incident became a starting point for West who then 
seriously started following up the complaints after hysterectomy. He 
found a pattern in the complaints and he reports that today there 
exists evidence that when the ovaries are removed, the absence of 
estrogen creates a number of problems like increased risk of cardiac 
diseases, depression, reduction in bone density and reduction in libido. 
These are in addition to the complications that may arise due to the surgery 
itself. 

What then has come to light in the last few years is that even if the 
Ovaries are not removed, their functioning deteriorates faster than usual 
until most of the above symptoms are also seen in women whose ovaries 
have not been removed. The implication of this sudden induced meno- 
pause especially on young pre-menopausal women can be quite alarming 
and distressing. And yet these operations continue to be carried out. 
According to West between 1965 and 1987, the mean age of women 
undergoing surgery was done was 42.7 years. 

West gives the various reasons for which hysterectomies are normally 
done and also lists the other viable, effective treatments for these condi- 
tions. In the US 30 per cent of the hysterectomies are for benign fibroids 
many of which would respond to mecication or subside on their own. The 
other major reason accounting for almost 25 per cent of the operations 1s 
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endometriosis, a complaint that is becoming more widespread in recent 
times. Recurrence of endometriosis after the hysterectomy is quite com- 
mon and so the surgery offers relief in only a few cases. Besides this in 20 
per cent of the cases the surgery is done to remove a prolapsed uterii, a 
complaint which can be treated by alternative means. 

The only condition in for which, according to West, hysterectomy is 
inevitable, is cancer, and only 10 percent of the operations are done for this 
reason. He claims that the surgery is obsolete and “does not even necessar- 
ily give relief’. In the bargain it can result in new problems induced by the 
surgery. Throughout his book West has tried to provide information 
needed to ‘avoid hysterectomy’. This information provided by a doctor 
along with the full acknowledgement of the commercial interests of most 
doctors who insist on hysterectomy, would be vital to all women. And as 
he rightfully concludes, 

Just as basic to full autonomy is control of your body and the right to make 
decisions about your health and health care on the basis of all available 
information, free from pressure, scare tactics, and outdated doctor knows best 
paternalism. It is time we doctors stopped deassembling healthy women. But 
nothing will change until more women look their doctors in the eye and calmly 
state their determination to remain intact women. 


This collective consciousness and an effort to generate knowledge 
through our shared experiences finds expression through Valerie Farfalla 
in Hysterectomy:Whose Choice? West is a sensitive doctor no doubt, 
sensitive to women’s pain and relationship with their bodies but the 
approach and analysis yet remains confined to the medical aspects of 
hysterectomy. But hysterectomy is not just a medical option. It is an 
intervention into a bodily function which almost determines women’s 
existence in society. And so, as in the case of other technologies related 
to reproduction, the issue is not just of medical after effects. 

The complex interaction of our body, its biological function and 
ourselves, the socially defined selves determines also what would be the 
after-effects of the surgery. Even if the womb is not consciously related 
to our identity as a woman, it needs a special effort to suddenly get used 
to the absence of menstruation, a process that has been an indicator of our 
womenhood. Similarly, even if heavy bleeding due to benign fibroids 
may not be an indicator of a fatal state as in cancer, the discomfort of that 
bleeding could be quite detrimental to the person herself. 

In such a situation although it is important to know the medical and 
physiological after effects of the surgery, this is not sufficient information 
and preparation in case one has to go in for a surgery, even the process of 
taking the decision is facilitated with knowledge of all these other 
influences and reasons that affect all our bodies. Valeria Farfalla’s book 
written with support and information from Hysterectomy Support Group 
in Melbourne, Victorian Endometriosis Association and Cervical Cancer 
Support Group serves this purpose. 
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The first part of the book deals with topics similar to those dealt with 
in The Hysterectomy Hoax, that is, information about what is hysterecto- 
my, when is it necessary, what are the alternatives to it, what are its 
physical complications. Then are sections that are important and different 
which deal with topics like ‘Facing the Personal Consequences’ and 
‘Changes in Life’. These are crucial in dealing with hysterectomy because, 

While physical complications can be a problem after hysterectomy, 
sexual dysfunction, loss of self-esteem and alteration in a woman’s percep- 
tion of her own femininity may have more serious long term consequences. 

These experiences are very subjective and quite often conflictng. They 
are very dependant on the reasons why the surgery is decided upon, the 
alternatives available to the woman, the support and counselling she is able 
to get before and after the operation a number of factors all of which have 
to be taken note of before making such a major intervention into a person’s 
body, into her life. 

Judith, in her early forties, said she was devastated after her hysterectomy for 
cervical cancer because the biopsy report she tracked down after the operation 
showed no sign of cancer ... She still has ambivalent feelings about sex, 
reproduction and her psychological life... Sara now unable to have children after 
her hysterectomy, feels guilty because her husband won’t have the joy of © 
parenthood unless they adopt a child... On the other hand, Eva, a German born 
dentist, has never looked back since her hysterectomy 18 years ago. “It has been 
a good thing. I have a very good sex life — even better than before.” 

The book abounds with such experiences of women—experiences 
reflective of the state of preparedness for each woman. And through these 
apparently contradictory experiences the book clearly highlights the 
importance of taking all these factors into account while arriving at a 
decision and while evaluating the after-effects. It clearly emphasises that 
we have to accept not only as a physical side effect but also as a state of 
mind that has to be dealt with when losing organs that are part of one’s 
body; organs, which society almost makes us believe, that are the reasons 
for our existence. However rational and radical our individual thought 
process, the impact of these messages from society cannot be just ignored 
and forgotten. It has to be taken cognition of and dealt with first. | 

The feeling of grief, a changed outlook towards one’s body, especially 
towards sexuality, anew experience of living — all of these are issues that 
need to be addressed and efforts made to deal with them positively. This 
is the contribution that women’s health groups have made in all areas of 
women’s health and so too in hysterectomy. Our bodies live in a socio- 
_ cultural reality and so the impact of all changes in it has also to be seen in 
this reality and efforts have to be made to make living a positive experience 
in an overall sense. 

Realising this we feel there are two important aspects of this whole 
debate. Hysterectomy is a major physiological intervention and the physi- 
cal implications of removing the uterus have also not been fully explored. 
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In the light of this it is extremely irresponsible on the part of those 
proposing hysterectomy for the women with a mental handicap, to say that 
this is acommon surgery and has no side effects. For some women taking 
these risks without adequate information, and without trying out other 
methods of dealing with the so-called problems is even more questionable. 
Such callous indifference on the part of the doctors has to be challenged. 
At the same time it is important that we investigate what is the impli- 
cation of hysterectomy for any woman living in this socio-cultural 
milieu: We also need to find out the extent of its prevalence and the reasons 
for which it is performed. Only through this process can we evolve our 
own mechanisms and processes to be able to extend support and 
strength to each other while facing a situation in which this choice has to 
be made. 


Victims or Perpetrators? 
Sandhya Srinivasan — 


Medicine Betrayed: The Participation of Doctors in Human Rights 
Abuse, Report of a working party of the British Medical Association; Zed 
Books in association with BMA, London; 1992. 


MEDICAL training does not include a study of the political and social 
circumstances in which doctors practice. And rarely does it dwell on ethics, 
on educating doctors of their special responsibilities to their patients, the 
dangers of misusing their special skills.And the potential for abuse is carried 
to the extreme when the doctor becomes the accomplice of the state. 

Medicine Betrayed is the British Medical Association’s second publi- 
cation on doctors’ participation in human rights abuses. The first, 
published in 1986, established that such involvement was not all that rare. 
Doctors were known to participate in planning and assisting torture; 
mistreating prisoners; committing healthy people to psychiatric care, etc. 
This second report takes a closer look at the circumstances in which 
torture, and medical involvement in it occurs and at the different ways in 
which doctors can get involved in torture, both judicial and extra-judicial. 

The working group received written and oral testimony and interacted 
with individuals as well as medical and human rights organisations. After 
discussing the different aspects of such abuses, it makes recommendations to 
doctors and medical associations on how to prevent them. The appendices 
list the stands of various international organisations. The essence of these 
recommendations is the principle that the doctor’s paramount interest is in 
the patient’s welfare, and not the objectives of the state. 

The book discusses a number of reasons why doctors get involved in 
torture — from fear of punishment to the belief that the victim deserves it. 
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Besides these explanations, which could apply to anyone, the bureaucratisation 
of the doctor’s role often allows him/her to avoid taking a stand. 

There are many degrees and types of medical involvement in torture, but 
the most obvious — and easiest to condemn — is the direct form, when s/he 
uses skills to inflict pain, mental or physical. But the more insidious role a 
doctor plays is as the torturer’s accomplice — ensuring that torture is carried 
out without killing the victim. This could be confirming that a victim is fit 
to undergo further torture, or monitoring the torture to make sure it is not 
overdone, or treating the victim in between sessions, to enable him to undergo 
further pain. There is also the doctor who turns a blind eye to evidence of 
torture, whether by ignoring substandard care to prisoners or giving false or 
deliberately inconclusive post-mortem reports. 

While much torture is done with the tacit, but not open, approval of the 
government, itis equally important to look at the role doctors play in state- 
sponsored and socially legitimised violations of human rights. The report 
looks at three examples in particular — corporal punishment, capital 
punishment and force-feeding of hunger strikers — where alleviating the 
distress of a legal act could involve a compromise of medical ethics. 

In the first case, doctors are kept on hand, to certify the prisoner fit for 
punishment, to determine when the prisoner can no longer tolerate the pain, 
and to treat the injured prisoner. The committee points out that doctors cannot 
ethically be part of this or any other punitive machinery. Everyone is ready 
to call amputations and public whippings barbaric, feudal practices. But 
capital punishment is practised by ‘civilised’ societies. The examples cited 
here are primarily from the US, where doctors have participated in executions 
despite the American Medical Association’s opposition. 

It might be argued that doctors should be involved to make the death as 
painless and swift as possible. But even when a doctor does not administer 
capital punishment, s/he can be made to aid the procedure — by certifying 
a prisoner fit to undergo capital punishment; treating the prisoner to 
make him fit for execution; witnessing the execution to confirm that it 
has succeeded. The BMA condemns all medical participation in all 
aspects of capital punishment, save the final certification of death, insist- 
ing that this take place some time after the execution, and away from the 
execution site. 

On the question of medical treatment of hunger strikers, it is seen as a 
doctor’s duty to revive a critically ill person. When that person chooses to 
die, should a doctor stand by and watch, revive the hunger striker, even 
against his/her wishes ? The BMA asserts the patient’s right to refuse food 
to the point of death, as a method of protest. Doctors should keep in mind the 
best interests of the patient, not of the state. And a doctor who feels unable 
to follow the prisoner’s wishes should hand over charge to another doctor. 

While noting doctors’ extensive involvement in human rights viola- 
tions, the BMA acknowledges that they are often unwilling accomplices 
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to torturers, and are even victims themselves. For this reason, international 
medical associations must extend support to their colleagues who cannot 
speak up against the government. 

The report dwells extensively on documented violations outside 
western Europe and the US, but records the growing erosion of civil rights 
in the UK — repressive legislation, maltreatment of IRA prisoners, 
conditions in prisons and mental health facilities, etc. And in an early 
chapter it explains the relatively slack follow-up of medical atrocities in 
the name of research after the second world war. A senate sub-committée 
explained that “...the value to the US of Japanese biological warfare data 
is of such importance to national security as to far outweigh the value 
accruing from war crime prosecution...” 

The wealth of information here would have gained focus if other 
human rights violations referred to here had also been discussed. 
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FACTS AND FIGURES 


Health and Welfare: Comparative Indices 


THIS set of tables compares data on key components of socio-economic 
development for India and selected developing countries. Among the 
developing countries India is assigned a low HDI rank of 135 in an array 
of 173 countries in descending order of the human development index, as 
defined and computed by the United Nations Development Programme. 

Adult literacy rates in India and Sri Lanka and China show the poor 
progress made in India on this count.As we see in Table 1, in 1992, the adult 
literacy in India was 49.8 per cent, while that for Sri Lanka was 89.1 per 
centand China 80 percent. For Kerala it was 89.79 percent. Literacy rates, 
particularly amongst the women appear to play vital role in reducing the 
birth rates. Kerala’s high female literacy rates occurs with low crude birth 
rates (18 per cent) as compared with rest of the selected developing 
countries. 

MMR or maternal mortality rate which measures the numbers of deaths 
among women dueto pregnancy- related causes per 100,000 births, was 
as high as 550 as compared with China and Sri Lanka where it was130 and 
180 respectively. The lower maternal mortality rates in China and Sri 
Lanka is perhaps linked to large proportion of births attended by health 
staff which were 94 and 87 respectively; vis a vis India which was only 33 
per cent. 

India has achieved a life expectancy 59.7 which is much lower than that 
of other comparable countries. Human development index which is a 
composite of life expectancy at birth, literacy rate and income ($ PPP/ 
capita- purchasing power parity per capita) Kerala 0.775 retains its top 
position on these composite indices followed by Sri Lanka and China. 

The remarkable improvement on health status in China, Sri Lanka are ~ 
attributable in part to government policies that emphasised the financing 
of cost-effective clinical services. An important factor in India lagging 
behind other countries in social development has been the level of 
governmental expenditures for health and education sectors as compared 
with that in other countries, 

There is asignificantrelationship between the HDI and GNP per capita. 
For countries such as China, Sri Lanka the HDI Rank is far better than 
their income rank (i e GNP rank). The highest positive difference between 
HDI and GNP ranks is for China(+49), and Sri Lanka (38) shows that these 
countries have made more judicious use of their income to improve the 
capabilities of their people. as compare to India (R) which is fairly 
significant. | 
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TABLE 1: HUMAN DEVELOPMENT INDEX: KEY COMPONENTS 


India SriLanka China Pakistan Kerala 


Life expectancy at birth (92) 59.7 712 70.5 58.3 70.76 
Adult literacy (per cent) (92) 49.8 89.1 80.0 36.4 89.76 
Female literacy (per cent) (92) 35.0 85.0 68.0 22.0 86.13 
HDI (92) 0.382 0.665 0.644 0.393 0:773* 
Total fertility rate (92) 4.0 23 2.4 6.3 2.0 
Crude birth rate (92) 300 6.0 7.0 11.0 6.1 
Maternal mortality rate (88) 550 180 130 600 NA 
Births attended by health ) 

staff (85) 33 87 94 24 NA 
Infant mortality rate (92) 89 24 Zi. 99 17 
Contraceptive prevalence 

rate (per cent) 43 62 83 12 NA 
HDI rank (92) 135 90 94 132 — 


TABLE 2: HEALTH PROFILE 


India Sri Lanka China Pakistan’ Kerala 


Population per doctor (90) 2440 7140 730 2940 
Population per nurse (90) 2220 #1400 1460 1720 
Nurse/doctor (90) Let aaa Se i 1.7 
Education as per cent of total 
government expenditure (91) 1:6 4.8 NA 1.0 
Defence as per cent of total a 
government expenditure (91) 17.0 9.4 NA 2r9 


TABLE 3: INCOME; POVERTY LEVEL OF SELECTED COUNTRIES 


India SriLanka Pakistan China 


Real GDP/capita ($PPP) 1150 2650 1970 2946 
People in absolute poverty (92) 
Rural 270.0 6.3 24.3 105.0 
Urban 
In millions, Total 350.0 7.0 35.0 105.0 
Population (91) (In millions) 866.50 17.20 115.80 1149.50 
GNP per capita (91) US $ 330.2 500 400 370 
GNP per capita minus HDI rank* 12 38 8 49 
GNP/capita rank 147 128 140 143 


HDI rank 135 90 132 . 94 


* HDI rank in better than the GNP per capita rank 

_ [All data are from World Dvelopment Report, 1993 and Asian Development Report, 1994.] 
Some definitions: 

GNP: Total domestic and foreign value added claimed by residents. It comprises GDP plus 
net factor income from abroad which is the income of residents from abroad. 

GDP: Total output of goods and services for final use produced by residents and non- 
residents, regardless of the allocations to domestic and foreign claims. 

PPP per capita: Purchasing power parity per capita is the no of units of a country’s currency 
required to buy the same amount of goods and services in the domestic market as one dollar 


would in the US. ’ 
—Sandeep Khanvilkar 
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Now, since the might of the people’s will has brought about 
the acceptance of the democratic principle, the time has 
come to demand its implementation in all instances and 
without reserve by the free word, written or spoken. Physi- 
cians everywhere already meet in assemblies to determine 
incommon consultation the needs of their profession, their 
art and their science, and to take their interests out of the 
hands of ‘superiors’ who too frequently, alas, considered 
the antiquated rococo systems of their desks as the natural 
expression of justice, or even opposed the legitimate 
wishes of their contemporaries with the tenacity of utter 
selfisnnes. But the press also has now assumed a new 
position. No longer does it suffice to see the wishes of 
individuals brought before the public in the form of mono- 
graphs. There now exists a need for periodical organs that 
aim to present and balance out the desires of the majority, 
if possible even of all who watch the measures taken by the ” 
legislative authority... This applies in particular to the mea-_ 
sures taken by the executive branch, not because we have 
a historical right to distrust it, but because it is a self-evident 
right of free men to look after their own affairs themselves. 
... he place to which fragmentation , apathy and isolation 
have led us is amply illustrated by the sorry state of our 
medicine. Let us now try for once where unity, enthusiasm 
and closer contact can take us. _ 

—Rudolf Virchow, 


Medicinishce Reform, 
No 1, July 10, 1848. 
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LETTERS TO EDITOR 


Ethics in Health Care 


The Medico Friend Circle, an all India group of medical people and those working in 
health is holding its annual meet on December 27 to 29 at Sewagram. The theme of the meet 
is ‘ethics in health care’. The organising committee invites background papers, articles, 
reports , notes, case studies on any of the following or other relevant topics. 

Ethical issues in : Health Policy Making and Implementation of Health Policies; 
Population Control and Family Planning, Research and Use of Contraceptives; Disaster 
Management; Experiments, Innovations etc in Low cost Primary Health Care Delivery by 
NGOs; Technology, End Stage Diseases, Transplantation; Mental Health Care; AIDS; Cost 
of Health Care and Doctor’s Fee; Any other. 

For more information on the meet, write to Amar Jesani, 519 Prabhu Darshan, 
31 S S Nagar, Amboli, Andheri(W), Bombay 400058. 

Telephone and PCFax:022-6250363; Email:cehat @inbb.gn.apc.org. 


Bombay Ravi Duggal 
ICPD Update 


A small group of NGOs that met in Ahmedabad in December last had decided to form a 
network of like-minded individuals interested in explorin the feasible approaches to move 
forward from the programme of action adopted at the International Conference on Population 
and Development in Cairo in September that year. We have called it ‘Health Watch’ and it 
is visualised as a vehicle to increase the attention paid to women’s health needs and concerns 
in public debate and national policy. We also felt that a periodical ‘Update’ could enhance 
our interaction. a 
; For the time being Health Watch will have its office at the Gujarat Institute of Develop- 

ment Research, Gota, 3824, Ahmedabad. (Phone 079-7474809-10; Fax: 079-7474811). 
I would like to prepare a mailing list ( of interested people) and seek your help in the form 
of addresses of individuals or NGOs who you think share the concerns about women’s health. 
Health Watch will be happy to interact. 


Ahmedabad Leela Visaria 


Subscription Rates 
Inland | 
(In Rupees) 
one year two years life 
Individuals 100 i80 1000 
Institutions 150 —— + 3000 


Foreign (In US $) 
Asia(excluding Japan) All other countries 


Africa and Latin America 
one year two years one year 

Individuals 15 25 25 
Institutions 30 50 60 
Remittances may be by cheque or draft and may be made out to Radical Journal 
of Health. Please add Rs 20 for outstation cheques. Subscriptions rates are per 
volume. Mid-year subscriptions will be treated as beginning from the first issue 
of the ongoing volume. 
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‘If You Can’t Have Bread...’ 


The compression in the allocations for health in the 1995-96 Budget 
together with the deceleration of development and employment generation 
programmes under structural adjustment will contribute to a worsening of 
the health status of the poor. 


THE finance minister, Manmohan Singh ended his speech to parliament 
before presenting the Budget proposals for 1995-96 with these words: “Let 
us strive tirelessly, as the great poet Rabindranath Tagore has said ... ‘to 
build an India where the clear stream of reason has not lost its way into the 
dreary desert sand of dead habit’.” Nothing could have been more 
incongruous or inappropriate. For, if the dream is also of building an India 
where its people live in health and security with adequate, even if not 
plenty of food, water and shelter, the ‘stream of reason’ has long got lost. 
With each new budget itis clear that the welfare of the majority is no longer 
a primary concern. The ‘India’ that is being built is both by and for the 
middle and upper sections of society, with the labouring masses being 
squeezed out of breath little by little. 

While health is a state subject, the central allocations do not, of course, 
tell the entire story. But they are indicative of the government’s concerns. 
Even a superficial glance at the central allocations for health in the last few 
budgets show that they have barely kept pace with the inflation rates, 
resulting thereby in hardly an increase in terms of the funds available. 
There has thus been no real expansion of the programmes. The current 
budget has allocated Rs 1,048 crore for ‘medical services and public 
health’ giving a meagre 5.5 per cent increase over last year’s revised 
estimates. 

Health funding has always been haphazard, open as it is to influences 
from outside the health sector and its needs. This is best illustrated by 
central funding. of public health programmes. While each of these 
programmes is supposed to have evaluation units, it is obvious that these 
play no part in the allocation of funds. It is not surprising that malaria, 
which has shown arecent resurgence, gets the lion’s share of the allocation 
for disease programmes. But it hardly needs to be pointed out that the 
resurgence is itself probably a result of the neglect of the programme at all 
levels, and pumping in funds at crisis pointis not likely to reverse the trend. 
Similarly, while the control of tuberculosis has now assumed priority, the 
STD control programme continues to suffer. 

In asense as an indicator of state’s welfare concerns the health budget 
is not half as important as its other components. Take for instance, rural 
development. As commentators have pointed out, not only is the increase 
meagre, but the targets have been lowered; the number of rural families 
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under the poverty line to be assisted has come down from 23.5 lakhs to 
19.5 lakhs. Even the government does not claim this is because the 
numbers who need the assistance has come down. Similarly, the alloca- 
tion for rural water supply has gone up by 37 per cent, but on sanitation it 
has remained the same. This plus the fact that the budget has been widely 
seen to be having the effect of raising the cost of living for the poor and 
middle classes is hardly likely to contribute to the betterment of their 
health. 

It is also important to take note of the fact that under the structural 
adjustment programme, there is already evident a greater degree of 
unemployment. Even the most vocal advocates of the SAP acknowledge 
this, but see it as a temporary measure whose impact can be minimised by 
adequate funding to create safety nets. The problem, however is of two 
kinds: one, as the operation of the voluntary retirement and such other 
schemes have shown, the people who lose jobs are not those who benefit 
from the changes in the long run, because retraining programmes are not 
generally designed for them although they are supposed to be. This means 
that there is a growing number of skilled under-or un-employed who are 
finding it increasingly difficult to find the wherewithal for survival. 
Second, in no country which has undertaken SAP can it be said that 
unemployment levels have gone down. Yet another problem is that the 
emphasis on export-oriented industry has had a deleterious affect on the 
people’s well being especially of women who are employed in many of 
these hazardous industries, and the emphasis on cash crops has reducedfood 
availability for the rural poor. What is most distressing is that the govern- 
ment does not seem to be approaching these supposed ‘interim’ problems 
of SAP with any degree of seriousness. In a sense one can hear the old 
refrain emanating from the corridors of power — ‘if you can’t have bread, 
eat cakes’... If you can’t get rice, eat Kellog’s rice cereals; if public 
hospitals are ill-equipped, go to the private institutions; if you have no 
access to drinking water, drink Pepsi or Coca Cola’. 


—Padma Prakash 


Profitable, and Now Legal 


Legalising organ transplants will not change the fact that these procedures 
are exclusively the privilege of the few who can afford their high cost. 


_THE Organ Transplant Act, 1994, came into effect on February 4, 1995. 
It bans trading in organs and (almost all) transplants from live donors 
unrelated to the patient, incorporates a definition of brain death, regulates 
those hospitals allowed to remove, store or transplant organs, and makes 
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unauthorised removal or trafficking a punishable offence. But it will not 
change the fact that kidney transplant is almost exclusively the privilege 
of the few who can afford the costs of the operation and drugs. 

The organ trade in India is the inevitable result of promoting medical 
technology unrelated to a country’s needs. The health problems of the 
majority remain neglected — communicable diseases like TB and 
malaria, and the consequences of poverty, like malnutrition, which have 
a far more devastating effect on their lives. But the bulk of the health 
infrastructure is curative, rather than preventive. And curative medicine is 
getting more technologically sophisticated, and expensive. 

The success of organ transplant surgery depended on a number of 
developments—in the pharmaceutical industry, with anti-rejection drugs 
like cyclosporin, in medical/technical expertise (microsurgery) and even 
the medical instruments industry, whether or not they were directly related 
to transplant technology. Organ transplant surgery can be done success- 
fully only by trained personnel at very well-equipped hospitals, and 
depends on a battery of tests. And all this is available in India—to those 
who can afford to pay. We are not here talking about kidney transplants for 
everyone who needs them. 

According. to press reports, kidney transplants now constitute a 
Rs 400 crore industry, most of which depends on paid donors. It 
cannot be acoincidence that Karnataka, Maharashtra and Tamil Nadu— 
the three states where kidney rackets are now being unearthed—also 
have the highest concentration of new private hospitals, offering the 
latest in diagnostic and therapeutic equipment, some funded with 
public issues. . 

India has a market for such sophisticated medicine. It also has a large 
and growing population of poor people, unemployed, underemployed, 
retrenched from productive work. The majority of Indians sannot hope to 
make a decent living; instead, they get used as sources of spare parts, to 
treat the very well-off, both in India and abroad. While the kidney 
transplant industry has thrived (today in those states which have not passed 
the act) there is little serious effort to address the problems faced by the 
majority of the population. Not only daes the government decide to hand 
over health care to an unregulated private sector; it has also disclaimed 
responsibility for other aspects of good health—decently paid employ- 
ment, good working and living conditions. 

In fact, despite the risks of kidney donation {which may be acceptable 
to a relative), some doctors have encouraged the poor to sell their 
kidneys; they have promoted this as a solution to the problems of poverty. 
(Naturally, the donors were rarely if ever informed of the risks of giving 
up a kidney; others were reportedly deprived of a kidney without their 
knowledge or sanction). The message to donors has been: sell a kidney, 
pay off your debts, get your child married, set up a small business. And to 
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the government: do not ban the industry, just regulate it: ensure that the 
money is locked up in a fixed deposit whose interest will give the donor 
a regular income; guarantee free medical treatment for donation-related 
illnesses. This way, you can give both desperate patient and poverty- 
stricken donor a new lease on life. To put forward its cause, this lobby 
describes a scenario of thousands of people on dialysis and whose 
salvation rests in the kidney of a poor donor—and of the thousands of 
poor, unemployed, whose passport to a life of financial security lies in 
donating that kidney. Unemployment, a socio-economic problem, has a 
medical solution. 

The argument is that people have a right to sell their boaias or any part 
thereof. On that basis, one could say that prostitutes have the right to sell 
their bodies. But do they do so when they have an option? Kidney 
transplant surgery is one of the better refined procedures, which may be 
applicable to a relatively large population. According to one estimate, 
every year one lakh Indians kidney fail permanently; even the small group 
which can afford to pay for the operation represents a sizeable market for 
the operation. Then, there are other body parts on sale today—wombs 
(surrogate motherhood has started in India, but there is no legislation on 
it), ova and, one could argue, blood.(There have even been reports of 
people offering an eye for sale—while they are still alive.) In every case, 
economic needs guide the vendor to a decision which seems like a choice. 
Poor people are being asked to make money selling their body parts. 
Throughout, the government has basically turned a blind eye to the 
practice. 

The act was delayed for years, and passed only due to public pressure. 
And it is certainly a crucial piece of legislation, to put an end to the kidney 
racket; it will also monitor those hospitals which want to conduct trans- 
plants. But how will it be implemented? True, respectable doctors and 
hospitals will stop doing unrelated transplants once they are illegal. But 
this by itself will not put an end to the trafficking, given the demand, 
the profits involved, and: the commercialisation of the medical 
profession today. There are also many loopholes: allowing a spouse to 
donate, and allowing altruistic unrelated donations—to be regulated by a 
high-powered committee—will inevitably be used to disguise paid dona- 
tion. Finally, until the act becomes effective all over India, the racket will 
only move to states whick-do not ban the practice. 

But even an ideal law Will not provide enough cadaver kidneys to meet 
the demand. For a cadavar transplant programme to succeed in India, 
hospitals will have to provide more uniform facilities, and also change 
their functioning, patient care practice and inter-hospital coordination. 
More important, even a well-run cadaveric programme can hope to help 
only a few of those who need it. Rich countries with the best facilities are 
not able to supply enough organs in their cadaver transplant programmes— 
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which is why they turn to India, where there is no waiting fy for those who 
can buy a kidney. 

One cannot ignore the plight of those awaiting transplants. But even 
before the law, the majority of those needing transplants couldn’t afford 
them. The lucky ones survived on regular dialysis. When a medical 
technology is expensive and profitable, it gets promoted extensively, 
and that can seem. obscene in a country where. people do not get basic 
health care. 


| --Sandhya Srinivasan 
Managing Resources 


We have practically no experience in conducting cost-effectiveness stud- 
ies in the field of health care. | 


WE often hear people complaining about the meagre amount of resources 
spent annually by governments on health care. But rarely do we find 
anyone seriously addressing the important question: “Is the nation using 
its resources (however small it may be) allocated for ‘health care’ cost- 
effectively?” We do not have even a tentative answer to this seemingly 
straightforward question. Nor have Indian planners so far emb arked on 
any serious study comparing the contributions of various programmes 
(that come under social sector) on the state of health of the people. The 
much publicised NSSO (42nd round, 1986) and the NCAER (1992) 
studies throw considerable light on health care expenditure and pattern of 
use of public and private health care facilities across states in India. They 
are useful in many ways to the policy makers, but do not answer even 
partially whether the nation is spending its resources efficiently. Till date, 
there is not a single well-known published cost-effectiveness study at any 
level (micro or macro) in India conducted either by the state or any private 
body. It is also true that we have practically no experience in conducting 
cost-effectiveness studies in the field of health care. Clearly this is not a 
healthy way of managing our health care resources. 

According to the 1993 World Development Report, India’s state of 
health (measured by life-expectancy in years) is better than what one 
would expect given its level of income and average schooling. But India 
is also spending more than what it is predicted to, given its income and 
education level. Apart from China and Sri Lanka, countries known for 
their achievements, there are others with better outcome and lower 
expenditure. Morocco is one among them. According to the same World 
Bank report, the US is doing much worse, given its level of expenditure on 
health care (which is about 15 per cent of its GNP). The logical conclusion 
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is that we are more cost-effective in using our resources than the US of 
America. The trap in this logic is that we are comparing countries in terms 
of gain in life-expectancy years, which is more than 20 years higher in the 
US than in India. 

The fundamental question remains: are we spending our resources in 
the best way possible? There is a general feeling amongst all those 
concerned that over a period of time “the gap between what is technically 
possible and economically feasible” will widen. A likely consequence of 
this trend will be ‘inappropriate’ provision of health care, which has been 
widely reported in western countries. A recent Canadian study has found 
inappropriate provision to range from 4 to 27 per cent for coronary 
angiography, from 2 to 16 per cent for coronary artery bypass surgery, 
and from 11 to24 percent for gastrointestinal endoscopy. This means that 
the demand for guidance concerning the equity and efficiency implica- 
tions of alternative health care policies will grow in the future. There is a 
definite need to establish units of health economics, both at the central and 
- state government levels, which could advice on how funding should be 
directed apart from conducting cost-effectiveness studies. These units 
should not be allowed to degenerate into mere bureaucratic leviathans. 
They should have well trained health officials who have a clear apprecia- 
tion of medical requirements, economic compulsions and social needs. 
They must be aware of the conceptual and measurement problems in- 
volved in health care and cost-effectiveness studies. This is because the 
concept of ‘cost-effectiveness’ has already been widely used by policy 
makers, but itis doubtful if they are all using itin the same and ‘right’ sense. 

Ultimately, the use of such studies depends on a crucial assumption. 
The CE analysis may result in ‘freeing up’ resources now devoted to more 
expensive alternatives. But what assurance is there that these resources 
will be diverted to preferable alternatives identified? CE studies that 
ignore political constraints cannot predict correctly the outcomes and costs 
of policy initiatives. To say an alternative is the most cost-effective is not 
enough. How to make the providers and (financiers) accept and implement 
it, is equally important. Choices depend as much on values as on analysis. 
We must make a beginning in our analysis of future scenarios. We must 
analyse the benefits and costs of alternative policies to influence policy- 
makers’ (and our) behaviour for an effective, accessible and acceptable 
health care delivery system. 


—V R Muraleedharan 


KK 
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Understanding Mental Distress 
Contributions of Frankfurt School 


Parthasarathi Mondal 


In.the recent past, Marxist ideas have been used to challenge many 
of the assumptions and practices of established (biomedical) 
psychiatry. This challenge has had a startling impact on the western 
world, and there are many institutions, professionals and activists 
which are trying to further these ‘Marxist-mental well being’ concepts 
and programmes. Unfortunately, however, much of the theory and 
practice of mental distress and mental well-being in India has been 
impervious to these hopeful developments in the west. The mainstream 
institutional approach in India remains primarily the same as in 
western biomedical psychiatry one, and that too, a caricature of it. An 
analysis of these Marxist approaches to the study of mental distress 
reveals that they have used some conceptual tools which draw inspira- 
tion froma corpus of social science works called the Frankfurt School 
or Critical Theory. Therefore, it would be interesting and perhaps 
useful to study what the Frankfurt School offers for mental distress 
analysis. 


THE Frankfurt School (hereafter FS) largely denotes the school of thought 
which developed out of the Institute for Social Research established in 
Frankfurt in February 1923. Its primary objective being to make Marxist 
- concepts more relevant to the contemporary West, the FS has concentrated 
on interdisciplinary social theory and it has been generally critical of 
quantitative research. Out of this school, there has further developed a 
large number of studies‘ which have significantly departed from the 
original positions of the school. This article is concerned with the rather 
strictly defined FS itself. 

Over the years, there have been numerous theoretical shifts within the 
proper FS itself [Kellner 1985:313]. An attempt has been made to be 
~ sensitive to the positions of the older and contemporary theorists but the 
focus is on the general scheme of things. Moreover, being of an explor- 
atory nature, the paper covers only some important aspects of the work 
of a few critical theorists. The most significant omission perhaps is the 
work of Erich Fromm who has dealt directly with the issues of 
mental distress and well-being. The idea here is to focus on those 
thinkers who have only indirectly studied mental distress and well-being, 
and who therefore, need to be brought more centre-stage in mental 
health studies. 
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Here, a tentative conceptual framework has been devised and presented 
in the form of certain broad questions of content and questions of method 
which are necessary to any process of mental distress, mental well-being 
and their societal organisation. It now becomes necessary to see what 
information and understanding the FS generates when it is examined in the 
context of this framework. 

The questions of content are: 

(i) what is the FS’s concept of mental distress and mental well-being? 
(ii) what notions of and responses to mental distress in the community are 
revealed by the FS? 

(iii) what is the effect of these notions on the mentally distressed according 
to the FS? 

(iv) what is the FS’s understanding about the changes in the notions, 
responses and effects on the mentally distressed, and how do they come 
about? 

The questions of method are: 

(i) what are the Marxist and non-Marxist tools used by the FS, especially 
when dealing with mental distress and mental well-being? 

(ii) what questions are enabled to be asked by the tools used? 

(iii) how far are the specific questions answered? 

(iv) how far do the questions asked by the FS’s use of Marxist and non- 
Marxist tools cover the required questions of content; in other words, what 
are the questions not asked and not answered by the FS’s insights? 

The article is divided into three sections. After having made an outline 
of the FS’s understanding of capitalism in the first section, an ‘archaeol- 
ogy’ of the FS is conducted in the second section in order to see what light 
is thrown on ‘mental distress and well-being’ by the processes and 
institutions of rationality, family, personality and intersubjectivity. The 
third section ends the paper with some concluding remarks indicative of 
future research. 


I 
Frankfurt School and Capitalism 


The FS understanding of society is mainly concerned with the study of 
capitalism, and although it has included in its scope some aspects of 
socialism, it has mainly concerned itself with human life and societal 
evolution of capitalist western industrial societies. The older FS theotists 
focused on the economic and social psychological aspects of ‘post- 
market’ or state capitalism. ° 

At the social psychological level of its approach to society, the two 
preliminary points which critical theory emphasises are the apathy of the 
masses and the co-optation of mass protest. The masses know from their 
life-experiences that the various types of capitalism belong to the same 
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system of exploitation, and thus they hardly react with such interest when 
the mere socialisation of production (i e state capitalism) is paraded as 
socialism [see Horkheimer 1987]. 

A distinction however is drawn — within the older FS — between state 
capitalism and fascist (‘national socialist’) capitalism. In the monopolised 
and cartellised world of fascism there is a total breakdown of traditional 
forms and patterns of social organisation leading to the atomisation of the 
individual. Those atomised individuals fall prey to the opportunist and 
propagandist ideology of such capitalism leading them to be in a high 
degree of anxiety and tension. It is this atomised high- strung mass which 
is the breeding ground for the mentally distressed authoritarian personality 
(which is examined later): 


In terms of modern analytical social psychology one could say tnat National 
. Socialism is out to create a uniformly sado-masochistic character, a type of man 
lene by his isolation and insignificance, who is driven by this very fact 
a collective body where he shares in the power and glory of the medium of 
a ich) he-has become a part [Neumann 1967: 402]. 


The’ psychological analysis of the later critical theorists focuses on 
contemporary advanced capitalism and emphasises the social control 
aspects of technology, which results in capitalist domination penetrating 
the individual’s innermost psyche, turning him into a non-protesting 
object of the capitalist realtiy principle full of ‘false needs’. 

This technological control is.further based on the blurring of the 
distinction between private and public existence whereby all individuality 
is absorbed into the rationality of the repressive capitalist collectivity. The 
increasing production and plethora of consumer goods in capitalism has 
numbed the critical ability of the individual and ensured his complete civic 
obedience. This absolute mobilisation, asserts the FS, is done to achieve 
the interests of capital and of the ruling class. 

Here, the FS is developing on the thesis of Karl Marx on the nature of . 
the commodity as a spectacle, as a fascination: 


A commodity is therefore a mysterious thing, simply because in it the seta 
character of men’s labour appears to them as an objective character stamped 
upon the product of that labour; because the relation of the producers to the sum 
total of their own labour is presented to then as a social relation, existing not 
between themselves, but between the products of labour become commodities, 
social things whose qualities are at the same tine perceptible and imperceptible 
by the senses... There it is a definite social relation between men, that assumes, 
in their eyes, the fantastic form of a relation between things [Marx 1986:77]. 


As an expansion and refinement of this psychological analysis, some 
contemporary theorists have attempted a more socio-politically integrated 
analysis of advanced or late capitalism. 

The increasing political nature of advanced capitalism requires newer 
and increased forms of legitimisation of its existence. One such form of 
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legitimisation is formal democracy which is not the genuine granting of 
civil rights; formal democracy, by eliciting diffuse mass loyalty and no 
genuine participation, enables state administrative decisions to be made 
largely independent of the specific needs of individuals. This sort of ‘civil 
privatism’ produces, for the individual, abstentation from real political 
commitment and devotion to absolutely selfish desires, a process which is 
incorporated by the welfare state, its reward and educational ideology. 
This also generates justifications for the ‘naturalness’ of the capitalist 
order [Habermas 1989: 36-38]. This sort of politico-economic legitimising 
‘capitalism, according to critical theory, is, however, suspect to three 
“crisis-tendencies”: economic, political and socio-cultural [ibid: 45-50]. 

What picture emerges then from the above brief account of the FS’s © 
understanding of capitalism? Against the background of the macro-level 
differences between state capitalism and advanced capitalism, the atomisation 
of the individual in state capitalism and the psychic domination of the 
- individual in advanced capitalism become evident. Theextreme subordination 
of the individual in fascist capitalism is also noted. Moreover, under 
advanced capitalisrn, the individual is subjected to more stress owing to the ~ 
several crisis-tendencies, especially motivation crisis. 

The most important contribution of the FS’s analysis of capitalism is 
perhaps its recognition of the fact that the masses become participants as 
much as victims in the process of exploitation: 

Enlightenment and manipulation, the conscious and the unconscious, forces of 
production and forces of destruction, expressive self-realisation and repressive 
desublimation, effects that ensure freedom and those that remove it, truth and 
ideology ... now all the movements flow into one another [Habermas 1987:338]. 


This recognition of mass-based volition, in contrast to its neglect in the 
older critical theory, is an important starting point for a fresh look at mental 
distress and its organisation, which has so far been studied from either 
benevolent or social control angles mainly. 

Secondly, the critique of formal democracy is also helpful in under- 
standing societal responses to mental distress. The state supplements its 
legitimation by stressing the need for experts and professionals to manage 
complex decisions and situations within the vacuum left by the general 
public withdrawal or introversion. This general trend could probably 
explain the recent turning away from the popular perception of the 1960s 
(anti-psychiatry and counter-culture) to the recently growing perception 
that mental distress is an area best left to expert professionals, that it is best 
tackled within the crucible of biomedicalism (in privatised institutions, if 
need be) and that it has little to do with political awareness and movements. 

Moreover, there is this whole issue of the link between community 
psychiatry and the welfare state, which is supposed to be the product of a 
labour-capital compromise. On account of fiscal ‘shortages’ arising out of 
the class compromise, the state initiates the closure of big institutions for 
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the mentally distressed. This blow to the mentally distressed becomes 
more acute when the secondary effects of inflation-management by the 
state are distributed amongst the unorganised and the powerless. 

In addition, the point made by the economic analysis earlier that the 
hegemony of bureaucratised unions, which form the core of resistance in 
capitalism, is challenged by splinter groups who themselves have to be 
bureaucratised — highlight the difficulty in forming a truly non-bureau- 
cratic challenge and alternative to the present system of psychiatry and 
other social institutions. According to Adorno, 


..the bureaucratisation of proletarian parties...arise from...the constraint of 
asserting oneself within an overwhelming system whose power is realised 
through the diffusion of its own organisational fores over the whole. This 
constraint infects the opponents of the system and not merely through special 
contamination but also in a quasirational manner — so that the organisation is 
able, at any time, to represent effectively the interests of its members. Within a 
reified society, nothing has a chance to survive which is not in turn reified 
[Adorno 1976:7]. 


The same economic analysis also talks of professionals but its deduc- 
tive contributions to mental distress can be taken only with a pinch of salt. 
It is true that vocational training involves considerable standardisation of 
goals, thought-processes and reaction-patterns, and the internalisation of — 
only a fragmented view of the world. It is also true that mental health 
professionals too are subjected to such a training and world view. 

Nevertheless, it is not possible to ignore the fact that-a significant part 
of mental health professional work involves spontaneity and is directed 
towards helping the mentally distressed to form coherent worldviews. 
However, such a deductive inference does not address itself to the question 

as to why some people become mental health professionals whilst others 
do not. | ) 

The central thrust of the psychological analysis — the individual’s 
inability to evaluate social reality rationally — may go a long way in 
explaining the basic confusion and ideological view to which the masses 
are subjected, leading to the ‘inability-to-explain’ symptom of such of 
neurotic disorders. As Marx has said, while discussing the mystification 
by a monetary capitalism, 


Money as the external, universal medium and faculty (not springing from man 
or from human society as society) for using an image into reality and reality into 
a mere image, transforms the real essential powers of man and nature into what 
are merely abstract notions and therefore imperfections and tormenting 
chimeras just as it transforms real imperfections and chimeras... In the light of 
this characteristic alone, money is thus the general distorting of individualities 
which turns then into their opposite and confers contradictory attributes upon 
their attributes... Since money, as the existing and active concept of value, 
confounds and confuses all things, it is the general confounding and confusing 
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of all things ... the world upside-down ... the confounding and confusing of all 
natural and human qualities [Max 1977: 131-32]. 


But the psychological analysis does not show why only some of those 
confused masses respond with mental distress whilst most others do not. 
Furthermore, the idea that what was once external domination has now 
been internally programmed so that the individual becomes a passive 
desiring machine, does not explain the phenomenon of mental distress or 
its class implications. 

In terms of methodology, critical theory takes up the Marxist tool of 
‘crisis formation’ and addresses itself to the issue of crises 1n capitalism. 
For Marx, the serious internal contradictions of capitalism — “The real 
barrier of capitalist production is capital itself’ [Max 1986:250] — were 
to result in a final explosive situation which capitalism cannot avoid. 

Butas the FS’ analysis shows, crisis-modeling is amuch more complex 
process, and subject to constant revisions with different types of capital- 
ism. The FS’ position shows that not only do the crises of the economy 
reverberate in the socio-political fields but also that capitalism postpones 
its final explosion by continuously evolving methods to defuse class 
conflicts and to survive its in-built contradictions. Moreover, even this 
reworking of the tool of crisis-formation falls short of contemporary 
developments; it does not take account of ecological and international 
crises. It is a lacuna in the FS’ methodology that it does not address itself 
to the implications of such a scenario, which has the potentiality of 
changing the present consumption-oriented worldview to one which 
appreciates the possibilities of human satisfaction in a not completely 
abundant world. 

Furthermore, the contention that capitalism’s critique must go beyond 
the economy enables it to undertake a psychological examination of state 
capitalism. In the process it uses the psychoanalytical concepts of the 
‘superego’ (which has internalised the ‘surplus repression’ of dominant 
exploitation) and ‘eros’ (which has been ‘sublimated’ into ‘vulgar libid- 
inal’ expressions). The FS does not reject the psychoanalytic concept of 
‘necessary repression’ (which enables human beings to live in a sane 
manner in the real world) but considers such a concept to be historically 
insufficient, ignoring societally-induced variations in the degree of repres- 
sion over time. On the other hand, it contends that repression is heightened 
in late capitalism and uses the psychoanalytical concept of ‘sublimation’ 
to explain the ways — ‘repressive desublimation’ — by which individuals 
are led to believe in their autonomy in an actual reality of bondage. 

The psychological analysis therefore seeks a synthesis of Marxist and 
psychoanalytical tools. It contends that the Marxist position of freedom as 
non-alienated work within the community setting is the only way to 
individual and collective liberty. It also uses the psychoanalytical tool of 
repression to explain the way excessive repression works, but as Marxists, 
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believes in the fact that work need not be only repressive. It can be 
liberative too, through ‘re-erotisation’ [see Marcuse 1970]. But, as noted 
above, such a methodological synthesis leads to a greater emphasis on 
psychoanalysis per se than on class analysis, and it is unable to explain the 
‘jump from societal discontent to mental distress’. 

Many of the infirmities of the above answers by the FS.to the questions 
raised in the conceptual framework of this paper are sought to be overcome 
inthe FS’ analysis of rationality, personality, intersubjectivity and familial 
processes. 


II 
Frankfurt School and Mental Distress 


Mental distress in general usage is mostly expressed in terms of 
rationality and irrationality. The FS dwells at length on this issue. 


RATIONALITY AND MENTAL DISTRESS 


The FS! assumes that one of the most important principles of human 
existence — reason — which forms the basis of the other important goals 
of life, of truth, freedom and justice, is subject to a rapid process of decay 
in contemporary western industrial societies. ape 

This philosophical concept of reason, evident in western societies 
before the technological revolution of the 19th and 20th centuries, and 
reaching its zenith during the Enlightenment, included the concepts of 
critique, freedom and autonomy, vision, and will. Such a rationality 
established the criteria of rigidity, clarity and distinctness as essential to 
any rational cognition. Necessarily therefore, reason set skepticism as a 
methodological cheek on itself: to doubt, cross-check and rethink was to 
become immanent in the four processes of pre-technological rational 
behaviour. Moreover, pre-technological reason was a moral one because 
of individual autonomy wherein the individual had not only alternative 
action-choices available to him but also a knowledge of the genesis of 
these action choices. 

Pre-technological rationality was also emancipatory because of vision 
and will-power. It willed a better world for human beings, and this force 
led it to assume a non-Nature unity and compelled it to become critical by 
fighting illusion and dogma. In other words, such a rationality was, 
content-wise and methodologically, a committed rationality. But pre- 
technological rationality became a ghost of its former self with the coming 
of modernity. The cold rationality which so distinctly characterises the 
contemporary individual, after having demolished the false worship of 
things, allied itself so closely with the newly-forming and rapidly-spread- 
ing capitalist system that individuals became, more than ever before, 
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dependent on a world of thing and commodities. In other words, what 
happens is that “‘...in the service of the present age, enlightenment becomes 
wholesale deception of the masses” [Adorno and Horkheimer 1979:42]. 
This is an advance over Marx’s economistic reading of technological 
rationale [Marx 1988: 318-19]. . 

The FS strongly asserts that reason in contemporary times can no longer 
be called rational metaphysics although the patterns of rationalistic 
behaviour have remained. The methodical and regular ordering of ‘facts’, 
perception of their interconnections and arrival at the logically correct 
conclusions remain. It is the search for a final cause or absolute truth of 
Nature and man which has been removed. Therefore, the claim by 
technological rationality that it is also anon-ideological critique of illusion 
is contradictory because, on one hand, it seeks to project itself as a neutral - 
rationality beyond any subjectivity and so is the most methodical, scien- 
tific and logical challenge to the veil of illusion in human society. On the 
other hand, existence is geared to technological production and norms of 
behaviour and so it illicitly involves a value-choice, which is always a 
subjective process. 

Technological rationality is aimed at the technological control over the 
objectified processes of nature and man, and is therefore instrumental in 
character. This instrumental rationality is concerned with survival and 
adaptation only. The mass or the collective takes over the personal. Hence, 
any individual protest or resistance is considered to be irrational simply 
because such protest would overthrow the technological rationality and 
constitute a threat to his survival. | 

Critical theory’s analysis of reason and rationality throws up a number 
of problems. It seems to have glorified the sanctity of pre-technological 
reason and has failed to contextualise it properly. It is not clear, for 
instances whether pre-technological reason was interested in the postulate 
of human freedom, welfare and justice, or in the welfare and autonomy of 
only a specific category of people in each historical period. 

Again, the FS handling of the relationship between instincts and reason 
leaves such to be desired. What is the nature of an instinct? In what ways 
‘ are instincts complementary to and a part of-reflective and committed 
reason, and in what ways are they opposed to it? The difficulty arises 
because of the usage of the concepts of omitted, reflection and instinct- 
complementarity .in pre-technological reason. The innate propensity to 
rational acts performed without conscious intention (ie with instinct) 
cannot be one and the same thing as a rational process operating with a 
particular intent and fully aware of itself and its object (ie committed 
reflection). Intentional consciousness exists in the latter whilst the former 
is completely unaware of its rational process and intention. It is not very 
difficult to contend, then, that one cannot have complete consciousness 
and absolute unawareness in one and the same rationality. Moreover, the 
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contemporary rationality results in innate, usually fixed, patterns of 
behaviour especially in response to certain stimuli and can also be 
considered to be instinctual. Hence, what is more important is the goal of 
each rationality rather than the absence or presence of instincts. The goal 
of reflexive reason was individuality and liberty whereas the goal of 
technological reason is the perpetuation of bonded judgment and living. 

What appears to be even more illogical is the (older theorists’ ) constant 
refrain of disappointment at technological rationality’s emphasis on 
putting the ‘good’ of the collectivity before the ‘good’ of the individuai. 
If it is to be accepted that a vast range of individual human potentialities 
exist and that human society is an inescapability (at one and the same time), 
then it follows that the full expression of individual will, to various 
degrees, trample upon the full expression of collectivity. Hence, a certain 
compromise — to which the FS is doggedly opposed in an implicit manner 
— between individual aspirations, and societal] imperatives of organisation 
and function is the absolute minimum for human civilisation to continue. 

As regards the important issue of individual autonomy, it is essential to 
be cautious of aromanticisation of the individual’s ability to make choices 
consciously in the pre-technological era. What is even more romantic is the 
FS contention that technology is fine by itself, and that it is only when it 
is misused that an unjust social order based on repressive technology 
develops. This neglects the historical-sociological fact that no technologi- 
cal development takes place where the dominant socio-economic and 
political factors are not at work: The two are more or less immanent in 
each other. 

The main problem with the FS (especially of the older theorists) critique 
of rationality however could lie somewhere radically different, as made 
out by the later theorists: 


The critique of instrumental reason, which remains bound to the conditions of the 
philosophy of the subject, denounces as a defect something that it cannot explain 
in its defectiveness because it lacks a conceptual framework sufficiently flexible 
to capture the integrity of what is destroyed through instrumental reason. To be 
sure, Horkheimer and Adorno do have a name for it: mimesis... But the rational 
core of mimetic achievements can be laid open only if we give up the paradigm 
of the philosophy of consciousness namely, a subject that represents objects and 
toils with them — in the favour of the paradigm of linguistic philosophy — 
namely, that of — intersubjective understanding or communication — and puts 
the cognitive-instrumental aspect of reason in its proper place as part of a more 
encompassing communicative rationality [Habermas 1988:281-82]. 


It is because of the potential contributions of a philosophy of commu- 
nication that mental distress shall be discussed later in connection with the 
process of intersubjectivity and language. 

Despite these problems, the FS critique of rationality contributes to a 
better understanding of mental distress by challenging the dominant 
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assumption that human beings can rationally control their destinies 
by social techniques and other forces of empirical control, and by assert- 
ing that man’s emancipation lies in a reflective, conscious and noble 
reason. 

This sort of critique seems to suggest some lines of thought for the study 
of mental distress. For instanced present-day civilisation and its discon- 
tents, it seems, are based substantially on a rationality which technologi- 
cally represses all instinctual and spontaneous expression of individuals, 
and makes it mandatory for a man to master all rebellious tendencies in 
order to be called rational or sane. Any protest becomes irrational or 
insane. This approach to or an understanding of rationality and irrational- 
ity, which was originally imposed, is not internalised as a ‘durable’ attitude 
which labels as irrational or insane any behaviour or thought which is 
opposed to (and thus disruptive of) the technological process and matter- 
of-fact’ attitude required to survive in it. 

But whereas it is true that such a repressive regime is conducive to a 
higher level of general discontent and emotional distress, there is no 
conclusive proof yet of the implicit assumption that the proportion of 
the mentally distressed during pre-technological rationality was lesser 
than the proportion of the mentally distressed during contemporary 
rationality. In addition, not all those who protest today — and there are 
many forms of individual and collective protests — are perceived as or 
express themselves through mental distress. In other words, the FS’s 
contribution lies more in explaining the general level of discontent than in 
expressing the jump from discontent to mental distress, that is, the 
phenomenon of mental distress itself. 

Another possible area of contribution arises from the contemporary FS 
_ derivation of Frederick Sohellina’s conception of reason as controlled 
insanity [Habermas 1988: 281-82]. According to this derivation, pre- 
technological reason tried to make sense of the shapeless phenomena of 
the world with the purpose of human liberation. Insanity also aims at 
creating a base for the unity and coherence of the world but it is a perverted 
process. Yes, but how is insanity perverted? And is this perversion 
tolerated by the substantive reason because of the similarity of goals 
between reason and insanity or because the perversion process is signi- 
ficantly akin to the rational process? 

The theorists go on to add that positivistic empiricism merely abstracts 
out. of the shapeless phenomena only that which can be reduced to 
manipulable quantifiables. Therefore, this rationality excludes from its 
domain the insanity which was a tolerated part of critical reason, but it 
never eradicates or vanquishes insanity. Hence, it is precisely because this 
technological rationality is a husk of critical reason, a mere reflection of 
the parts and not a coherent whole, that it ignores insanity but never really 
comes to meeting the challenge of insanity which fundamentally under- 
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mines its very base. In short, this rationality is able to tackle insanity only 
to the extent it can reduce the phenomena positivistically. . 

As it turns out, insanity is such more than what positivism can tackle, 
so that (for it) the greater part remains ungovernable and meaningless. This 
sort of derivation directs attention to the broad link between sepal distress 
and rationality but it does not speak much of the nature of mental distress 
itself. The intensity of the FS possible contributions to the conceptual 
framework of mental distress is further weakened by some problems in 
methodology. The FS’s use of the concept of rationality enables it to look 
at the psychological constructs of capitalism, a process not sufficiently 
explained by Marx. 

Max Weber’s work, despite its different methodology, was comple- 
mentary to Marx’s. Weber expounded on the traditicnal Marxist concept 
of ‘socialisation’ of society through his own concepts of ‘rationalisation’ 
and “demagicisation’. Rationalisation, for Weber, is the historical perme- 
ation of the monological formalism of modernisation and industrialisation 
into all spheres of life. This is made mainly possible by what Weber calls 
“the rational ethics of ascetic Protestants” [Weber 1985: 27]. 
Demagicisation, by extension therefore, is the process of elimination 
(from theory and practice) of all unpredictable and ‘irrational’ sensuous 
and mysterious elements. ; 

Weber’s analysis enables critical theory to adopt critical tools for social 
analysis but it fails to distinguish between the two possible scopes of the 
Weberian tools, viz (1) aprocess which has permeated all spheres of life but 
not necessarily all thought and all action in all the spheres of life, and (ii) 
a process which has permeated human society and psyche comprehen- 
sively, and hurtling towards its self-fulfillment. Critical theory’s rework- 
ing seems to take the latter scope as the entire Weberian usage, and this 
uncriticality disables it from explaining the facts of widespread ‘irrational’ 
behaviour, counter-cultures, resistances and other genuine ‘reflective- 
thoughtful’ human processes in contemporary western societies. 

Whereas this reworking of a Weberian remoulding of an orthodox 
Marxist concept illustrates the FS methodological affinity to orthodox 
Marxism, its position on man’s relationship to Nature illustrates its 
departure from orthodox Marxism. The conservative use of this concept 
states that man has progressively dominated Nature in order to control it 
for his own benefit (resulting in civilisation) but that this linear process 
gets vitiated in the course of time by certain minority classes forcibly 
appropriating the benefits of this process at the cost of the oppressed 
masses. 

For the FS, on the other hand, this concept means that the original 
harmony of man living within Nature gets disturbed as man tries to 
dominate Nature more and more through technology and a technical social 
organisation. It is this technical social administration of society which 
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cruelly and necessarily dampens man’s individuality in order to maintain 
social cohesion, and also man’s conquest over Nature. The methodologi- 
cal implication of this departure is that the analysis of rationality becomes 
more ps yehological, and less economic and-historical, leading to a weak 
emphasis on class issues. 

It is against the background of the above tatipaatiey that the FS analyses 
the family as a general social unit, with special reference to personality 
structure and its implications for mental distress. 


FAMILY AND MENTAL DISTRESS? 


In the 1930s, critical theorists thought that the-family was the most 
important mediator in behaviour modification between the individual and 
society. The family was, however, taken to be an element of domination 
which harshly suppressed all instinctual drives of the child towards free 
development and creativity in a class society. The central mechanism in - 
such a repressive process was the father-son relationship, whereby the 
father strictly oriented the naturalness of the child towards a striving for 
economic status and political position. It was such a family regime which 
produced a personality type which was oriented towards submission to an 
exploitative social structure, and which itself exulted in its perpetuation. 

There was a change in the position on the family in the 1950s. 
According to this version, the family is not authoritarian when compared 
to the authoritarianism of mass society. In this amazing volte face made by 
the FS, the . i 


...father was in large measure a free man ..he became for his child an example 
of autonomy, resoluteness, self-command, and breadth of mind. For his own 
sake he required of the child truthfulness and diligence, reliability and intellec- 
tual awareness, love of freedom and discretion, until these attitudes having been 
internally assimilated by the child, became the normative voice of the latter’s 
own conscience.. -[Horkheimer 1974:71-72]. 


In addition to these general accounts of the family, a more psychological 
analysis is also attempted. This psychological examination focuses more 
on the mass character of society in the west and comes to the conclusion 
that although the family structure has loosened, individuals are again 
subject to conformity: the individual does not have enough mental space 
of his own [Marcuse 1970:88]. 

It is the lack of the importance of the father, as a result of the fragmented 
family, which ensures that individuals will without autonomy in western 
societies: 


The technological abolition of the individual is reflected in the decline of the 
social function of the family. It was formerly the family which, for good or bad, 
reared and educated the individual, and the dominant rules and values were 
transmitted personally and transformed through personal fate. To be sure, in the 
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Oedipus situation, not individuals but generations (units of the genus) faced 
each other; but in the passing and inheritance of the Oedipus conflict they 
became individuals, and the conflict continued into individual life history. 
Through the struggle with father and mother as personal targets of love and 
aggressions the younger generation entered societal life with impulses, ideas 
and needs which were largely their own. Consequently, the formation of their 
superegos the repressive modification of their impulses, their renunciation and 
sublimation were very personal experiences. Precisely because of this, their 
adjustment left painful scars, and life under the performance principle still 
retained a sphere of private non-conformity [ibid:. 86-87]. 

Other than stating the high level of discontent closed by declining hold . 
of the family, the FS is not able to contribute much to an explanation of 
mental distress within the specific context of the family. It is doubtful as 
to how totalising has been the effect of the capitalist manipulation of the 
psyche overriding the family’s influence. Moreover, by altering its 1930s 
position on the family, the FS neglects the possibilities of the link 
between the real authoritarianism and mental distress. The 
greater problem of such a conceptualisation is the neglect of the general 
issues as belied by the emphasis on patriarchy; the womenfolk hardly ever 
came into the picture. 

In methodological terms, the volte face of the FS on the family could 
probably be explained by its relinquishing (by the 1980s) of the working 
class as the subject of social emancipation, and the consequent emphasis 
on individuality and not on class consciousness. This switch, and the 
subsequent theoretical preoccupation, enables the FS to perceive the 
bourgeois family in aromantic haze. Furthermore, it says precious little on 
the phenomenon of mental distress, the family’s role in formations and 
changes of perceptions, and the family’s influence on the broadly societal 
response to mental distress. These lacunae arise because of an uneasy 
synthesis of Marxist and psychological concepts. 


AUTHORITARIAN PERSONALITY AND MENTAL DISTRESS? 


The central assumption of the FS (mainly the old theorists) in its study 
of personality (its preoccupation being the authoritarian/fascist/preju- 
diced variety) is that the socioeconomic and political convictions of an 
individual form a pattern which is acoherent one and which expresses deep 
processes in his personality. 

_On the basis of this and a few other assumptions, a picturisation of two 
broad (non-exclusive) personality types is arrived at: (i) the authoritarian 
or fascist type which is featured by conventionality, rigidity, repression, 
and sometimes by the break-out of its weakness — fear and dependency 

- (this type experiences an authoritarian and exploitative parent-child 
relationship), and (ii) the egalitarian type which is featured by egalitarian, 
affectionate and permissive interpersonal relationships. 
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The authoritarian personality arises from a certain social and psycho- 
logical background. With the levelling out of the distinction and opposi- 
tion between critical high culture and social reality in the modern times, 
there is aconsiderable constriction of the liberative sublimation offered by 
‘high culture’. Desublimation is the rule of the day. It is within such an 
environment that the authoritarian personality develops. Herbert Marcuse 
explains: 

...the technological reality limits the scope of sublimation. It also reduces the - 
need for sublimation. In the mental apparatus, the tension between that which 
is desired and that which is permitted seems considerably lowered...The 
individual must adapt himself to a world which does not seem to demand the 
denial of his innermost needs — a world which is not essentially hostile. The 
organism is thus being preconditioned for the spontaneous acceptance of what 
is offered. Inasmuch as the greater liberty involves a contraction rather than 
extension and development of instinctual needs, it works for rather than against 
the status quo of general repression — one might speak of “institutional - 
desublimation”. The latter appears to be a vital factor in the making of the 
authoritarian personality of our time [Marcuse 1964: 73-74]. 


It is against such a context that the FS analyses mental distress. 
Mentally distressed persons, it seems, usually display the same levels of 
susceptibility to prejudice as normal people. However, the highly pre- 
judicial have lesser awareness of the genesis of configuration of their 
mental distress and are less amenable to psychological explanatory frame- 
works, whereas the lesser prejudiced are more aware of their mental - 
distress and more open to introspection and psychological analysis. In 
other words, the correlations between personality and prejudice variables 
remain the same for normal and mentally distressed people but in the 
mentally distressed they appear in pathological mores and processes. 

From this it is deduced that the severely mentally distressed, as 
compared to the mildly mentally distressed, display the personality 
features of the highly prejudiced individual: rigidity, conventionalised 
thought, categorical rejection of impulsive behaviour, narrow and un- 
differentiated range of ego experiences, and interpersonal relations of 
‘dominance-submission’. Hence, whereas the relatively stronger egos and 
interpersonal relationships of the less prejudiced are more consistent with 
neurosis-formation, the egos in the highly prejudiced become weak owing 
to the surfacing into the consciousness of unresolved conflicts. In more 
extreme forms, the egos become depersonalised and psychotic manifesta- 
tions follow. 

This analysis of the personality, prejudice and mental distress is the first 
concrete step (especially by the older critical theorists) towards an under- 
standing of the phenomenon of‘mental distress itself. Despite the difficul- 
ties with such an analysis, the advances at least broadly underline the 
possible linkage between prejudiced personalities and mental distress. 
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However, whereas it is possible to conceive of a correlation between 
highly prejudiced individuals and mental distress in general (i) the ‘jump’ 
from prejudice to mental distress, from disturbance to pathology, is not 
explained, and (ii) the fact that to various degrees normal people too are not 
aware of themselves, repress impulses, and have rigidity in defences and 
interpersonal relationships is ignored. This means that to the extent a sharp 
distinction is not made between lesser prejudiced individuals and normal 
people, to that extent it is not possible to explain the correlative propensity 
of the lesser prejudiced individuals towards milder forms of mental 
distress. In other words, the basic requirement of a clear distinction 
between normal and insignificantly prejudiced individuals, and between 
abnormal and highly prejudiced individuals is missing. 

Furthermore, this analysis of personality and mental distress does not 
answer the question as to what happens to the societal notion of mental 
distress within the individual after his affliction, and (after exhausting all 
the possibilities of the fundamental psychoanalytical processes) as to why 
some express mental distress whilst others do not. 

And, although the FS’s position advances by using psychoanalysis to 
highlight the importance of childhood and familial experiences in the 
formation of mental distress, it is the parent-child relationship which is 
conceived as the fundamental structure despite the mention of environmental 
factors. Moreover, this concept of personality rules out the process of 
autonomy and volition, making individuals prisoners of infantile history and 
pre-history. Furthermore, it betrays an over-emphasis on the father-child 
relationship at the expense of gender issues. All these difficulties reveal the 
patriarchal nature of the psychoanalytical analysis. It reveals the political 
economy of the family which is based on the aggrandisement of communal 
wealth, dominance of the man, and subjugation of the woman: 

It (ie the monogamous family) is based on the supremacy of the man; its express 
aim is the procreation of children of undisputed paternity, this paternity being 
required in order that these children may in due time inherit their father’s wealth 
as his natural heirs [Engels 1990]. 


There seems to be another central problem with the psychoanalytical 
processes of the id, ego and superego, which are thought to underlie mental 
_ distress. The ego, in being considered as the reality-satisfying and indi- 
vidual-protecting process which compromises the needs of the id and 
superego, leads to a mutually exclusive dichotomy between the processes 
of the id and superego. In other words, what is normative becomes 
naturally opposed to what is instinctual and vice versa. It is a fallacy to 
conceive of the normative and the instinctual in such exclusive and trans- 
societal terms. Although there are some norms and instincts which are 
universal, what might only be a norm in one society might be an instinct 
as well as a norm in another society. Therefore, it becomes necessary to 
specify what exactly constitutes the superego and what the id. 
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Additionally, the implicit assumption in the analysis that the expression 
of instincts of the lesser prejudiced make them less prone to mental distress 
and vice versa for the highly prejudiced, and that the expression of instincts 
is desirable, is again a sweeping assertion because it is always normatively 
decided in societies that the undifferentiated expression of instincts is not 
desirable and subsequently it is always normatively decided which in- 
stincts are to be expressed and which not, and these decisions change over 
time. 

There are two additional issues which require examination. Firstly, the 
juxtaposition of prejudice and mental distress can also lead to a study of the 
inter-relationships between the prejudiced, the formation of perceptions of 
mental distress within them and the changes in these perceptions within the 
context of the forces which brings these changes. This analysis which the FS 
has not conducted is likely to contribute to the conceptual framework. 

Secondly, the FS’s intention to study more how ideologies spread 
and get accepted and less how ideologies per se originate, belies the 
FS’s implicit model of social movements, viz: ideas originate in a limited 
manner within a society and then they gather or do not gather momentum 
depending on the levels of readiness in the personality structures of the 
majority of the individuals within that society. The socioeconomic factors 
are important but personality structure is far more important. 

In methodological terms, the FS critique of the personality is based on 
an inadequate synthesis of psychoanalysis and Marxism. This leads to a 
determinist model which leaves little scope for the role of individual 
autonomy or volition. 


INTERSUBJECTIVITY AND MENTAL DISTRESS 


As mentioned before, the later FS contends that the older FS’s critique 
of instrumental rationality is problematic because it remains tied to a 
‘philosophy of history’. In order to overcome this difficulty, the later FS 
recommends a shift towards the process of language and intersubjectivity. 
Marx had already indicated the importance of these two processes: 
Language is as old as consciousness, language is practical, real consciousness 
that exists for other men as well, and only therefore does it also exist for me; 
language, like consciousness, only arises from the need, the necessity, of 


intercourse with other men...where there exists a relationship it exists for me... 
[Marx and Engels 1976]. 


FS general framework of normal interaction between individuals and 
their personality development through the tool of language is basically a 
modification of Noam Chomsky’s model. 

Chomsky’s model postulates that every natural language constitutes a 
finite number of elements, out of which a person can manufacture an 
infinite number of sentences. Such an individual intuitively differentiates 
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between correct and deviant formulations, a skill which also enables him 
to classify the seemingly senseless sentences according to the degree of 
volition of the intuitively learnt rules. 

The history of individual exposure and ability in language suggests that 
the knowledge acquired is much less than the ability exhibited. Hence, 
asserts Chomsky, there is an abstract linguistic system of regulations 
which is generative of rules. This system is based on the relationship 
between and development of the individual’s stimuli bombardment and 
organic saturation. Furthermore, this apparatus consists of language 
universals which predetermines the form of all natural languages, and/is 
an expression of deeper psychic process. 

Chomsky states that 


A child who is capable of language learning must have (i) a technique for 
representing input signals, (ii) a way of representing structural information 
about the signals, (iii) some initial delimitation of a class of possible hypotheses 
about language structure, (iv) a method for determining what each such 
._ hypothesis implies with respect to each sentence, (v) a method for selecting one 
of the (presumably, infinitely many) hypotheses that are allowed by (iii) and are 
compatible with the given primary linguistic data [Allen and Buren 1972:142]. 


This sort of linguistic capability ... ‘linguistic competence’ ... is based 
on the logic of an immediate and clear understanding of the meanings of 
the subject and object by each other, because they operate on the same 
premises of validity and invalidity. 

This sort of intuitive pre-communication knowledge and operation of 
language, of human relationships, ignores according to critical theory, the 
very substantive and formative social psychological influences. In other 
words, in contrast to Chomsky, it is necessary to distinguish between 
universal meanings in languages which are peculiar to a person and which 
precedes all communication and meanings which are formed out of a 
process of human interaction or inter-subjectiveness. Further, these uni- 
versalities are very much immanent with role-expectations and role- 
playing, which are naturally based on the approach to life, and which vary 
from culture to culture. The validity or truth of the universal meaning 
elements are, therefore, determined by the cultural systems within which 
they are located. 

These historically-specific world-views , 
...determine the following (a) whether a finite number of independent and not 
further analysable meaning components is assumed at all or whether instead a 
system of basic, mutually interpreting meaning components is presupposed; (b) 
which meaning components are recognised to be the ultimate ones in a given 
case or, respectively, which system of meaning components is to be recognised 
as basic [Habermas 1972:137]. : 


Here, it is noticeable that the lack of normativeness in the examination 
of personality is sought to be counterbalanced. The contemporary FS 
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central assumption in the linguistic analysis is that conceptualisations 
(which are expressed by the meaning elements within languages) of 
western industrial societies cannot necessarily be used for societies with 
non-techsological approaches to life. 

Hence, the FS’s model of language and behaviour is one of ‘com- 
municative competence’, by which an individual not only possesses and 
exercises the requirements of linguistic competence but also has the 
qualifications of speech and role-behaviour, rooted in an intersubjective 
setting. This communicative competence can be completely achieved only 
within an ideal speech situation. 

An ideal speech situation is one in which there is pure intersubjectivity, 
which.exists only where there is complete truthfulness between the partners 
in linguistic behaviour. In such a condition, there is complete recognition of 
the other’s role in the formation of the self, so that it becomes possible to 
demarcate exact degrees of nearness or distance between the self and the 
other, leading to a truly individual (because completely self-aware) commu- 
nication. Moreover, in sucha situation, there exists acomplete understanding 
of mental expectations so the formation of universal norms of behaviour takes 
place most smoothly. Also, pure intersubjectivity enables the thematisation 
of areas of dispute and its criticism, so that a framework for achieving 
consensus can be devised. 

The important points of differentiation within pure intersubjectivity 
are the recognition of a communication on objects and a meta-communi- 
cation on the level of intersubjectivity; the recognition of the differences 
between empirical rules of observable phenomena and valid rules of 
intentional actions and; the recognition of the distinction between that part 
of the individual constituted by the publicly acknowledged world of 
intersubjectivity and that part constituted by personal feelings. Therefore, 
itis the condition of pure intersubjectivity which is the embodiment of the 
ideals of truth, freedom and justice. 

It is not, the-contemporary theorists hurry to add, that communicative 
competence is completely actualised through pure intersubjectivity. But it 
does operate on a paradoxical rush towards such an idealisation. 
Intersubjectivity and speech can begin to operate only when the individual 
concerned knows the framework of pure intersubjectivity and presupposes 
such a base as a necessary precondition before entering into interaction. 
However, they also know that the very mix of intersubjectivity and 
personal selfhood make that goal merely a distant horizon, very difficult 
to actualise. . 

The first level of deviation from intersubjective communicative action 
takes place when social action becomes strategic action instead of becom- 
ing communicative action. Unlike purposive-rational action or instrumen- 
tal action, strategic action becomes social by attempting to rationally 
influence the decisions of the rational partner. 
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The second level of deviation occurs when strategic action becomes 

concealed strategic action. This can develop into speech acts which are 

a either manipulative or consciously deceptive, or are systematically dis- 
torted or unconsciously deceptive: 


Such communication pathologies can be conceived of as the result of a 
confusion between actions oriented to reaching understanding and actions 
oriented to success. In situations of concealed strategic action, at least one of the 
parties behaves with an orientation to success, but leaves others to believe that 
all the presuppositions of communicative action are satisfied... On the other 
hand, the kind of unconscious repression of conflicts that the psychoanalyst 
explains in terms of defense mechanisms lead to disturbances of communication 
on both the intrapsychic and interpersonal levels. In such a case at least one of 
the parties is deceiving himself about the fact that he is acting with an attitude 
oriented to success and is only keeping up the ieee of communicative 
action [Habermas 1984: 332]. 


The shape and direction of deviation from or disruptions of the 
operation of pure intersubjectivity are concretely rooted in the particular 
social structure of a particular tine and this deviation can be measured by 
the extent of asymmetry in the stages of the ideal speech situation. 

In the case of neurotically-oriented people, pathological communica- 
tion is expressed at three levels. At the level of language, a deviant set of 
linguistic rules are used thereby affecting particular meaning elements or 
entire semantic fields. At the behavioural level, distorted communication 
results in rigid forms and compulsory repetition. In the case of highly 
emotional stimuli stereotyped behaviours recur, displaying the gap be- 
tween the meaning elements and its specific contexts. And, as a whole, 
neurotic communication is featured by a total lack of coordination between 
language, gestures and actions. 

Psychoanalysis is used to explain the isolated content of distorted 
communication. The process of condensation, displacement, absence of a 
gramatical sense and the opposite use of words explains the deviation at 
the linguistic level: 

This content expresses an intention which is incomprehensible according to the 
rules of public communication; as such it has become private and remains 

inaccessible from the author as well.-4o whom it must be ascribed. There is a 

communication obstruction in the self between the ego, which is capable of 

speech and which participates in the intersubjectively established language 
games, and that ‘inner foreign territory’ (Freud) which is represented by private- 

linguistic or primary linguistic symbolics [Habermas 1972: 118]. 


However, although the FS suggests here that psychoanalysis is a powerful 
linguistic tool to restore distorted communication and therefore, correct 
abnormal behaviour, it does not forget the material base of such a pathology: 


In modernised societies disturbances in the material reproduction of the lifeworld 
take the form of stubborn systemic disequilibrium; the latter either take effect 
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directly as crises or they call forth pathologies in the lifeworld [Habermas 
1987:182]. 


Therefore, the FS’s position on intersubjectivity contributes to an 
examination of mental distress thus: generally speaking all motivations or 
intentions of individuals are completely and necessarily expressed 
through language which is a constant effort towards the achievement of 
the condition of pure intersubjectivity. Mental distress, based on the 
operations of the id, ego and superego, disputes this equity between 
intent and speech and displays itself through pre-linguistic symbol 
organisation, which is decidedly not an effort towards absolute normal 
communication or pure intersubjectivity. The greater the pre-linguistic 
speech forms the lesser the intersubjectivity. These deviations, in turn, are 
closely related to the degrees of repression evident in the institutional 
structures of specific societies in their specific phases of economic and 
political development. 

However, some of the contradictions of aes a contribution arise from 
its very synthesis of certain philosophical and psychoanalytical concepts. 
This analysis uses philosophical premises and arguments only whilst 
examining the normal and autonomous behaviour of intersubjectivity; no 
mention of the psychoanalytical process is made. It is only when it 
examines abnormal behaviour or distorted communication (ie when 
conditions of intersubjectivity do not exist at all), that the explanatory 
framework adopted is a psychoanalytical one. This implies that the id, ego 
and superego exist only in mental distress situations and not in normal 
conditions of intersubjectivity: This is a logical absurdity. 

There is a further difficulty which arises out of the FS’s inability to 
clearly distinguish between normality and mental distress, which is based 
on an inadequate understanding of the phenomenon of mental distress. 
Pure intersubjectivity is considered to be the pole of absolute mental well- 
being. The other pole of no intersubjectivity will be the condition of 
extreme mental distress. Critical theory also tries to define separately the 
condition of non-distorted communication but the complete fulfillment of 
its conditions would. mean the complete fulfillment of intersubjective 
conditions. In other words, normal communication’ s and intersubjectivity’s 
premises are much the same. 

Now, the critique states that individuals are interactively placed on the 
_ axis Sealed by these two poles and that they merely approximate towards 
the pole of pure intersubjectivity, not reaching it really. Therefore, using 
the critique’s own logic, to the extent individuals fail to satisfy the 
conditions of pure intersubjectivity or normal communication, to that 
extent they are not normal (mentally distressed). In other words, within the 
context of intersubjectivity, there is always latent a degree of abnormal 
communication or mental distress. Who, then, are people with mental 
well-being and who are mentally distressed? 
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Similar difficulties in defining mental distress and mental well being 
are evident even if the pre-linguistic, linguistic and pure intersubjectivity 
axis is taken. According to this argument, the degree of pre-linguistic 
speech forms displays the degree of distortion and the greater the distorted 
communication the lesser the intersubjectivity. In other words, with 
complete pre-linguistic speech there is the greatest distortion and no 
intersubjectivity. Conversely, with no pre-linguistic intrusion, communi- 
cation is fully linguistic and completely intersubjective. Yet the FS 
contends that within linguistic behaviour there is never complete 
intersubjectivity, only an approximation towards it. This contradiction 
prevents an understanding of the interrelationship between psychoanaly- 
sis, language and normal behaviour. A clear picture of mental well-being 
and mental distress does not emerge. 

The FS gets further entrapped when it seeks to ask the question as to 
what happens to the societal notions of mental distress. Again, basing on 
the model of intersubjectivity, there is on the one hand, the condition of 
absolute normal communication and behaviour wherein, say, person A 
knows the extent of person B in him, and B knows the extent his ego is . 
formed by A’s; wherein the mutual understanding leads to A and B 
agreeing on norms to behave and act; wherein, on the basis of such an 
understanding there is a consensus on the strategy adopted to thematise 
and resolve conflicts. Pure intersubjectivity is thus completely meaning- 
ful, rational and normal behaviour. ! 

Now, on the one hand, there is the opposite extreme of no 
intersubjectivity. What is there then? A does not understand B’s element 
in him and so is less self-assured. This lack of understanding leads to a 
failure in the formation of the rules of the game for solving possible 
conflicts — there is no consensus, and this void lacks the necessary 
universal norms of behaviour. Hence, in this case A does not understand 
B nor B understand A. There is chaos: B’s behaviour is totally meaning- 
less to A. And so is A’s to B. Both have concrete experiences and needs 
of joy and pain, but neither’s linguistic expression is understandable to 
the other. Intersubjectivity does not exist and so what stops B from 
calling A mad or irrational, and A from perceiving B as insane or 
abnormal? The meaninglessness of behaviour is one of the main 
reasons why people in the community are labeled as mentally dis- 
tressed. Besides these extreme poles, A and B might be placed 
anywhere on the continuum but the fact remains that the lesser one 
understands the other, the greater the chances of the surfacing of the 
notion of mental illness. 

Of course, it might be said (as the FS implicitly states) that whereas A 
experiences intersubjectivity with almost all individuals except B, B 
experiences non-intersubjectivity or very little intersubjectivity with 
every other person including A. The question, then, is why it is so. If the 
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answer has something to do with disability entirely and if the answer is 
sought in psychoanalysis (as the FS does), then — as it has been remarked 
before — the explanatory framework is insufficient and deterministic in 
the last analysis. 

Does then the answer have something to do with volition or exercise of 
will or opposition and resistance? It could well be so. The grounding or 
rationale of the intersubjective framework ... on the basis of which 
individual and social truth is supposed to be universally and rationally 
constructed ... can be challenged on the grounds that the consensus 
brought about by means of reasoning presupposes that the contesting 
convictions have been brought about by means of reasoning. This means 
that the truth of the intersubjective rationale or consensus depends on an 
assessment of the truth of the convictions or arguments. Therefore, it is 
necessary to know the pre-intersubjective reason of the convictions before 
any content can be made on the consensual process. 

Hence, in the above example, as the intersubjective process does not 
comprehend this pre-intersubjective process, because A does not under- 
stand B’s reasoning prior to entering intersubjective reasoning, all of B 
becomes meaningless (condescendingly), irrational (arrogantly) or dis- 
tressing (sympathetically) to’A. 

The very real possibility (derived within the logic of critical theory) of 
the existence of meaning, truth and rationality beyond the intersubjective 
framework, should lead to the awareness that, contrary to critical theory’s 
position of mental distress as alacuna solely within the mentally distressed 
themselves, the comprehension, verbalisation and categorisation of men- 
tal distress has as much to do with the interpreters and categorisers as with 
the mentally distressed themselves. 

In terms of action, to state (as the FS does) that the scenic understanding 
of psychoanalysis has greater explanatory power than hermeneutic com- 
munication, is additionally problematic. In the hermeneutical case, the 
rules of the game are implicitly followed and understood, which means 
that to a considerably effective extent the ‘what’ and the ‘why’ are 
understood by the concerned parties. In the scenic case, the problem arises 
precisely because the rules of the game are broken and so the parties do not 
understand the ‘what’ and the ‘why’. 

Scenic understanding is timed at helping in the relearning and re- 
playing of the rules of the game, a process which progresses to the 
extent of the progress in understanding the ‘what’ and ‘why’. In other 
words, the attempt in psychoanalysis is to upgrade the operation of 
the rules of the game to the ‘stable’ level of hermeneutic communica- 
tion. The former needs more explanation. Hence, this movement from 
attempts at conscious explanation to a level of implicit explanation 
cannot lead to the FS’s conclusion that the former is more explanatory 
than the latter. 
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Ill 
Concluding Remarks 


Capitalism, which defines all western nations to differing extents, is the 
archetype of an entire society which is mentally distressed in the most 
thoroughgoing manner. Marx’s description of the England of his tines in 
which he calls capitalism a ‘living absurdity’ is pertinent today [Max 
1977:182]. 

In addition to having identified the: economic, political, social and 
psychological features of the ‘madness’ in its main forms in contemporary 
western industrial societies, the FS’s critique of capitalism contributes to 
this paper’s conceptual framework on mental distress, especially with 
regard to the societal response to mental distress. 

It shows how fiscal crises determine the institutional response of the 
state to the need for mental health services. The state overcomes its many 
crises but distributes its side-effects on the unorganised mentally dis- 
tressed sector (to this sector’s disadvantage naturally). The organised 
opposition tacitly plays a role in this unfair game within the overall 
context. Further, the FS’s critique portrays how a general public withdraw- 
al from politics adversely effects the societal awareness of mental distress 
and spurs on the turn towards biomedicalism. Moreover, the FS is aware 
of how difficult it is to form a truly non-bureaucratised resistance (within 
the field of mental distress) to capitalist policies of exploitation. 

The critique does not explain the fact that community psychiatry 
developed in some western societies which were not undergoing fiscal 
crises. Further, the link between manifestations of formal democracy and 
configurations of mental health services are not detailed. Again, the 
critique does not show how at the community level responses form to the 
surfacing (within the community) of mentally distressed individuals. The 
psychological thread in the critique of capitalism goes a long way in 
explaining the genesis and shapes of discontent in advanced capitalism, 
and the basic confusion and ideological veil to which the masses are 
subjected, but the FS’s efforts do not explain the phenomenon of mental 
distress itself; why only some of the confused masses respond with mental 
distress whilst other do not. 

Critical theory’s critique of reason and rationality shows Hoe a techno- 
logical rationality, in contrast to the reflexive and committed reason of the 
pre-technological west, has permeated all layers of contemporary western 
industrial society, and has moulded human thought processes into one of 
instrumental reasoning geared towards the optimal co-ordination of means 
and ends, for the benefit of an exploitative capitalist technological system. 

This critique shows, at least, the very tight leash on instincts required 
by such rationality and of the chances of instinctual expression being 
labeled as irrational or insane behaviour or protest. Moreover, it reveals 
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that the positivistic empirical rationality fails to comprehend the philo- 
sophical content of mental distress. However, this approach does not itself 
explain the philosophical content or nature of mental distress in detail, and 
it is also unable to explain the existence of critical democratic resistances 
at'all levels in western societies which is seemingly swamped by the 
numbing technological rationality. Also, it does not explain as to why only 
some forms of resistance or protest are perceived as irrational or mentally 
distressed whilst most others are not. 

As regards one of the main sites of mental distress ... the family ... the 
FS’s critique is disrupted by its volte-face. If the family in the 1930s was 
the site of the harshest repression, in more contemporary times it becomes 
the site for liberation. However, even this liberative family is fast disinte- 
grating under the onslaught of formalised and institutionalised psycho- 
logical manipulation of late capitalism. On the whole, the FS’s critique 
remains unsure of its position and does not explain the still considerable 
spontaneity and privacy attached to the family. Moreover, the specific link 
between the family and mental distress remains unexplored. 

The FS, however, does attempt mental distress analysis in its exami- 
nation of the personality. It shows how highly prejudiced and authoritarian 
personalities are more likely. to become mentally distressed, and how 
behaviour cannot be equated with personality because whereas certain 
personality forces determine the susceptibility of personalities towards the 
acceptance or rejection of ideologies, actual action depends on the broader 
socio-economic and political factors. Again, that repressive childhood 
experiences of individuals can lead tc high levels of prejudice ... increas- 
ing the likelihood of mental distress is.shown. 

The FS does not explain its concepts of. mental well-being and 
mental distress so that the attempted distinction and relationship 
between types of prejudice and types of mental distress get jeopardised. In 
addition, it does not explain the formative role of the environment and of 
adult autonomy because it conceives the personality as a fundamental 
structure built during childhood. Further, what happens to the societal 
notion of mental distress within the prejudiced individual after he gets 
afflicted with mental distress is not explained. Again, whilst the social 
forces of prejudice are identified, the societal responses (especially at the 
community level) to mental distress are not addressed at all. 

This critique of personality nevertheless does pave the ground for 
critical theory’s critique of intersubjectivity, which shows how language 
is an important tool or, in fact, is the very basis of understanding human 
behaviour. Greater conditions of intersubjectivity expressed through lan- 
guage lead to a greater approximation of truth, freedom and justice. The 
operation of intersubjectivity ....of the ‘I’, ‘You’ and ‘We’ ... are 
formative of societal perceptions and societal responses. This position 
does not explain how the forces of id, ego and super-ego operate in mental 
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well-being. This link between psychoanalysis, linguistic behaviour and 
intersubjectivity is not clearly explained, thereby invalidating much of its 
reduction of Freudian metapsychology to language. 

Again, such acritique does not offer a clear conceptualisation of mental 
well-being and mental distress through linguistic and psychoanalytical 
tools. Italso does not explain the possibilities of volition in mental distress. 
Furthermore, although it shows why it is necessary to locate language, 
meaning and behaviour within specific cultures and societies in order to 
gauge their truths, it does not explain how societal responses (in recogni- 
tion of the existence or sudden surfacing of mental distress) form, at the 
community level, in contemporary western societies. 

These advances and lacunae in the FS’s total critique is closely linked 
to its contradictory and uneasy combinations of methodological tools, 
mainly Marxist, psychoanalytical and other philosophical ones. The 
departures from and affinities towards each of these tools created by the FS 
leads ... to the FS’s credit ... to some unusual or neglected areas of human 
‘ life and society being subjected to the critical gaze, which contributes to 
an understanding of mental distress and its organisation. It also leads ... to 
the FS’s discredit ... to an awareness that an integrated or holistic social 
methodology has not yet been attained, leading to all the illogicalities 
which have been so far identified. 

Along with these methodological complexities what further weakens 
the advances of theory vis-a-vis mental distress is the FS’s neglect of a 
philosophy of praxis, a programme for action and change. As a matter of 
fact, one critical theorist has himself called the efforts of his predecessors 
as being limited by “the politics of hibernation” [Habermas in McCaan 
1989]. One of the important purposes of throwing light on mental distress 
is to evolve some programme for chanZe, out of the critical knowledge 
gained. Some of the all too rare suggestions (such as ‘fantasy play’ or 
‘identification and organisation of intersubjective collectivities’) remain 
undeveloped. ) | 

Atthe micro level, therefore, the FS is plagued by the constant inability 
to explain how and why some people express mental distress whilst others 
do not, even under similar conditions. The reason for this lacuna is perhaps 
the FS’s inadequate attention to personal differences. Similar conditions 
can and do acquire different meanings for individuals through the different 
interpretative or meaning systems embedded in different personality 
structures. Hence, the FS’s future attempts at forging a better link between 
personality, linguistic behaviour and intersubjectivity has to pay more 
attention to the hermeneutical aspects of the structure of personality. 

However, it needs to be ensured — at the macro level — that mental 
health care alternatives based on complex hermeneutics do not reinforce, 
in any sophisticated way, the limiting encrustations of the individual 
which are done by traditional meaning systems. One of the foremost such 
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meaning systems is the Oedipus complex, whose terrain is the institution 
of the family or household in its relationship to the economy. A fresh look 
at the family and its constitutive relationship to intersubjectivity and the 
economy is thus required. 

One way out could be the development of ‘radical group therapy’ for 
the mentally distressed. These groups shall not be formed and guided by 
outsiders/experts, which make the mentally distressed dependent (as 
happens in traditional psychotherapy). Instead, the radical groups would 
conduct an examination of the innermost recesses of their psyche only 
whilst pursuing (in conjunction) an analysis of the socio-political and 
economic nature of capitalism, and their own location in it. This analysis 
is likely to become sharper if such groups are encouraged to participate as 
activists (according to their abilities) in collective interventionary 
programmes designed to overcome capitalism. Therefore, the intertwin- 
ing of an emphasis on the personal hermeneutical experience with inter- 
ventions (radical therapeutic groups) aimed at the collective defeat of 
capitalism can advance critical theory’s achievement of indicating the 
madness of capitalism and its penetration into the human psyche through 
personality structure and familial processes. 


Notes 


{I am grateful to Shulamit Ramon (London School of Economics) and Imrana 

Qadeer (Jawaharlal Nehru University) for their comments on this paper]. 

1 A good account of the pre-technological and modern rationalities is to be found 
in Horkheimer (1987) “The End of Reason’ in Arato and Gebhardt (1987). Also 
see Horkheimer (1993) ‘The Rationalism Debate in Contemporary Philosophy’ 
in Horkheimer ‘Max, Between Philosophy and Social Science: Selected Early 
Writings, Cambridge, MA: The MIT and Social Science: Selected Early 
Writings, Cambridge, MA: The MIT Press, pp 217-64. 

2 A comprehensive critical account of the FS’s positions on the family is to be 
found in Mark Poster (1978) Critical Theory of the Family, London: Pluto. 

3 The best orthodox exposition of the authoritarian personality is to be found in 
Theodor W Adorno et al (eds) (1969) The Authoritarian Personality, New York: 
W W Norton. 
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perspectives, field experiences, critiques of policies and 
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welcome. Please send manuscripts, preferably typed in 
-doublespace. If the material is on a word processor, please 
send us a hard copy along with the matter on a diskette 
preferably in WS4. Address all communications to the editor 
at the address on the inside front cover. 
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Indian Practitioners of Western Medicine 
Grant Medical College, 1845-1885 


Mridula Ramanna 


Colonial medical history has been extensively researched in recent 
years. This review focuses on the first four decades of medical 
education in Bombay city. British policy towards professional educa- 
tion was motivated primarily by the need to train subordinate person- 
nel for the medical and engineering services, and thus to reduce the 
expenditure of recruiting Europeans for these jobs. 


BY the early 19th century, it was no longer considered ‘safe’ to leave the 
health of the Company’s servants in the hands of Indian medical 
practitioners, who had no knowledge of western medicine[1]. A school for 
‘native doctors’ was established in 1826 in Bombay, on the lines of the 
Native Medical Institution, Calcutta, instruction being provided through 
the vernaculars. Both western and Sanskrit works were translated into 
Marathi[2]. However, as a consequence of the new policy in the 1830s to 
Support western medical knowledge, imparted through English, this 
school closed in 1832. 

Mountstuart Elphinstone had earlier advocated’ the spread of such 
knowledge in this Minute on Education[3]. Indians, too, were urged to 
study western medicine by the paper, Bombay Durpun, which was 
representative of educated Indian opinion. Edited by Bal Shastri 
Jambhekar, the paper pointed out that few could afford the fees of 
European doctors[4]. The Bombay Medical and Physical Society, an 
association of British medical men established “to encourage a spirit of 
scientific enquiry and the cultivation of medical sciences and its collat- 
eral branches by discussion”, prepared a report on the state’ of Indian 
medical practitioners[5]. On the basis of this report, a scheme was drawn 
up for the establishment of a medical college, by Robert Grant, Governor 
of Bombay. A generous donation by Jamsetji Jejeebhoy led to the 
subsequent establishment of Grant Medical College, and the adjacent 
J J Hospital, in 1845. 

Indian response to medical education, as apparent in the social 
composition of the students, shows the dominance of the westernised 
Parsis and Christians, who had fewer reservations about dissection than 
the Hindus. A steady increase in the number of Hindus is to be found, 
while Muslims constituted a small section. Significantly, there were a few 
from families, where the Indian system of medicine was a hereditary 
profession. The syllabi taught at Grant Medical College reflects the 
conviction of the framers regarding the superiority of western over Indian 
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systems of medicine. While the government’s intention was to train Indian 
doctors for government service, the low salaries and middle level positions 
offered to them led many to quit and to take up lucrative private practice. 
These practitioners combined their knowledge with an understanding of 
Indian customs and beliefs, in promoting western medicine and immunising 
methods. But some of these doctors did not accept the exclusive efficacy 
of western medicine and prescribed well-known Indian drugs, as well. 
Information on /ndian Materia Medica was compiled and presented in 
comparison to western materia medica. In the meetings of the Grant 
College Medical Society, these medical men exchanged their experiences 
in treating different diseases. 

In the 1880s, they supported a move to register medical practitioners 
in order to obstruct the practice of ‘quacks’. At the same time, they 
cautioned that this should not interfere with the rights of hakims and 
vaids. A number of British health officials from other parts of the country 
were also of this view. The indigenous practitioners provided medical- 
care to the majority of the population, while the western educated doctors 
were too few to cater to the needs of all. The proposal was consequently | 
not approved. By the end of the century, there was the same kind of 
‘uneasy co-existence’ between western and Indian systems of medicine 
in Bombay as happened in Bengal[6]. 

The Medical Board founded the school for native doctors (1826) with 
McLennan as superintendent, with three ‘munshis’ to help him with the 
translations. The London Pharmacopoeia, Essays on Dysentery, 
Rhematism Fevers and Other Diseases, Treatises on Anatomy and 
Physiology were translated into Marathi. Sanskrit works translated 
included Susruta’s text. The substances of materia medica arranged into 
classes by John Murray, who served in Agra and Meerut, was translated 
into Hindustani and a Marathi dispensatory was prepared. These works 
were circulated through the lithographic press. McLennan’s report 
referred to the students’ knowledge of materia medica, but observed that _ 
they had difficulty in understanding anatomy. The lack of practical 
training was a drawback. The products of this school were posted as 
apprentices to European corps and Indian regiments[7]. As noted earlier, 
the school closed six years later. 

With the opening of Grant Medical College in 1845, the system of 
western medical education was establised. Jejeebhoy had specified that 
the sum of one lakh of rupees was to be paid to the government treasury, 
provided that the government paid an equal sum, and granted an interest 
of 6 per cent to maintain a hospital for the relief of the “sick and native 
poor” of all denominations. The J J Hospital took over the patients of the 
Native General Hospital, founded in 1809, and the Bombay Native 
Dispensary, set up in 1834. Practical training to medical students was to 
be provided at the hospital[8]. 
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The first principal of the College was Charles Morehead, MD, FRCP. 
Morehead had served_.at European General Hospital, an ‘Europeans Only’ 
~ institution and had conducted clinical research, compiling statistics on 
_ the incidence of death, and diseases, like small pox, measles and 
cholera[9]. Morehead served as professor of medicine at the college, 
while John Peet, MD, FRCP, who was also superintendent of vaccination 
in the 1850s, was professor of anatomy and surgery; and Herbert Giraud 
MD was professor of chemistry and materia medica. Both Peet (1860) and 
Giraud (1865) served as principals. William Hunter MD, FRCP (1866- 
1876) and Henry Cook MD, FRCP, FRCS (1876-1886) were their 
successors. Most of the teaching faculty, in the early years, were 
graduates from Scottish universities, like their counterparts at Elphinstone 
College. They were also required to serve at the J J Hospital, reportedly 
on salaries lower than their counterparts were paid at the Bengal and 
Madras Medical Colleges[10]. Instruction was provided both to under- 
graduates, who would qualify as doctors, and to trainees for the subordi- 
nate medical services of government. 


SOCIAL COMPOSITION OF STUDENTS 


In the early years, medical education was free and stipends were 
provided to attract students. The social background of the students 
admitted to the college from 1846-1866, depicted in Charts | and 2, 
indicate the number on the rolls during these years. It was considered ‘a 
sign of the times’ that the ‘gentle Hindu’ and ‘scrupulous Parsee’ united 
with the ‘bold European’ in opening up and examining all the “awful 
mysteries of the human frame’”[11]. Not all the students completed the 
course. The Parsis constituted half the total strength, so much so that, in 
1855, Peet complained, that they monopolised the stipends, to the 
exclusion of Hindus who, he said, needed them more[ 12]. However, there 
was a fall in their numbers in the 1860s; this was attributed to the 
discontinuance of the stipends, three Parsis being rejected for government 
posts, and the commercial boom making careers in commerce more 
attractive[ 13]. The Christians were next and included East Indians, Goans 
categorised as Portuguese, brahmin and mahar converts. Among the 
Hindus, the shenvis and the pulsias/palsikar brahmins, about whom it was 
noted, that the profession of medicine was probably hereditary, were 
greater in number than the prabhus, who figured so prominently among 
students pursuing contemporary arts and science courses at Elphinstone 
College[14]. The other Hindu castes included brahmins, kayasthas, 
_sonars, khatris and vaisyas. In the mid-1850s appear banias and one 
Kansara, while a bhandari student is listed in the 1860s. Muslims attended 
in small numbers and included Bohras, Khojas, and Mohammedans. It is 
significant that, in the same period, Muslim males constituted one-third, 
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FiGuRE 1: COMMUNITY-WISE BREAKUPUP OF STUDEN TS OF GRAMT MEDICAL 
COLLEGE, (1846-66) 


Muslim (3.5%) 


Paris (43.5%) 


Jews (0.2%) 
Hindu (30.2%) 


/ 


Source: Reports of the Board of Education (relevant years) 
Reports of the Director of public Instruction (relevant years) 


and females one-fourth of all patients treated at J J Hospital, indicating that 
though the number of medical students among them was small, Muslims 
did avail of medical facilities[15]. 

The table reflects the communities of all students of the college, from 
1873-1886 including matriculates, (which was the required standard of 
admission) and hospital apprentices and women, attending the certificate 
practitioners class. In 1886, Parsis formed 42 per cent, Hindus 29 per cent, 
Christians including Eurasians, 26 per cent, Muslims 2 per cent and others 
1 per cent. 

Scholarships endowed by Indian and British donors replaced the 
stipends. The gradual acceptance of medical education is apparent, 
especially when the numerical strength of the college was not affected 
even when fees were introduced from 1870[16]. But contrary to British 
intentions of attracting the upper classes to this course, it was the middle 
and the poorer class of students, who constituted the student community. 
In 1884 out of a total strength of 378, 54 were sons of merchants, 50 
government servants, 25 pensioners, 25 priests, and 12 ‘propertied’[17]. 
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FIGURE 2: CASTE-WISE BREAK UP OF HINDU STUDENTS 


(1846-1866) 
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The admission of women as medical undergraduates was due to the 
initiative and efforts of Sorabji Shapurji Bengalee, reformer and educa- 
tionist, and George Kitterdge and American business man who set up the 
Medical Women for India Fund in 1882. The university granted recog- 
nition for a five-year course to matriculates and the college offered a 
three-year certificate course to non-matriculates[18]. Classes for women 
began in 1887. | 

Students seeking admission to medical courses in the early years were 
required to possess a knowledge of English, the vernaculars and simple 
Arithmetic. This was expanded to include an extensive knowledge of 
Algebra, Geometry, ordinary natural phenomena, Geography and Histo- 
ry. The students were mainly from local school — Elphinstone Institution, 
John Wilson’s General Assembly Institution, Robert Money School — or 
from Goa, Poona, Ratnagiri, Broach and Surat. When the college was 
affiliated to the University of Bombay, matriculation was made a 
requirement for admission[19]. A short-lived attempt was also made to 
award the medical degree as a post-graduate degree, but there were few 
applicants and the entry qualifications had to be reduced to matriculation 
again[20] The periodic poor performance of students was attributed to 
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difficulties with the English language[21]. Not only had the average 
student to learn unfamiliar medical terms and methods, but had to express 
himself in one language, while thinking in another. The early batches of 
graduates served a year or two under their teachers, but by the 1870s they 
went into practice directly after graduation, allegedly gaining experience 
at public expense[22]. In 1885 the standards were raised, requiring 
candidates for admission to pass a previous examination, testing their 
knowledge in advanced Mathematics, Homer and Virgil. While this 
reflected the contemporary accent on humanities over sciences in the 
- syllabi, the local press regarded it as of little use to medical students and 
ascribed the decision to the ‘selfishness’ of government[23]. 

The courses. were modelled on those taught in medica! schools in 
England. Both medical men like Morehead and educationists like Erskine 
Perry (president of the Board of Education, Bombay) were firmly of the 
opinion that the Indian system of medicine was defective[2‘]. Initially, 
medical studies constituted Anatomy, Chemistry, Institutes of Medicine, 
including Physiology, Pathology and Therapeutics, Materia Medica, 
including Pharmacy and Elements of Botany, practice of Medicine, 
Clinical Medicine and Clinical Surgery[25]. When courses in Midwifery 
and Medical Jurisprudence were proposed, the Court of Directors of the 
East India Company refused to sanction the professiorships. The Bombay 
Government had to point out that postponement in the instruction of these 
subjects would shake public confidence in the institution, in view of high 
mortality rates during child birth. Jagannath Shankar Shet a patron of 
western education and a member of the Board of Education contended that 
a class of Indian medical practitioners would go a long way to remove 
those prejudices of caste or.ignorance causing opposition to the Coroner’s 
investigations[26]. Morehead emphasised constant study and observa- 
tion as attributes of medical men and guided the first groups of students 
accordingly[27]. Later courses on Dental Surgery, Hygiene, Practical 


TABLE: COMMUNITY OF STUDENTS OF GRANT MEDICAL COLLEGE (1873 To 1886) 


Years Hindu Parsi Muslim Christian Jews Others Total 
73-74 97 71 re 119 10 0 309 
74-75 89 97 4 85 Z| 0 282 
78-79 47 105 l 78 0 0 231 
79-80 49 107 l 81 0 0 238 
80-81: 65 128 3 86 0 0 282 
81-82 heh 114 3 88 0 l 283 
84-85 ic WOT 143 5 112 3 0 370 
85-86 86 Lis 5 78 0 4 296 


Note: Reports of the Director of Public Instruction (relevant years) figures 
include all matriculated students, hospital apprentices and women. 
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Toxicology, Diseases of the hi and of Wonier and iceman were 

introduced[28]. 

To illustrate the Anatomy course, amuseum was set up, with specimens 
in human and comparative osteology, wax models, plates and pathological 
preparations, showing changes wrought by disease on the human body. 
For the study of materia medica, specimens of drugs and pharamceutical 
preparations, including articles used in Indian medicine were procured. 
Specimens illustrating the adulteration of imported drugs, offered for sale 
as genuine in the Bombay market, were also acquired. Grant Medical 
College students gained practical experience at J J Hospital, the male and 
female outpatients dispensary, The Eye Dispensary and Ophthalmic 
Hospital, the Obstetrics Institution and the Incurables Ward. Mental 
disorders were studied at the Mental Asylum, Colaba. 

_ The first group of eight students graduated in 1851 with the Pte of 
Graduates of Grant Medical College (GGMC). This degree qualified them 
to be civil sub-assistant surgeons (redesignated assistant surgeons after 
1873): They were in order to merit: Sebastian Carvalho, Anatna Chandroba 
J CLisboa, Bhau Daji, Atmaram Pandurang, Paul Francis Gomes, Merwanji 
Sorabji and Burjorji Dorabji. The first Muslim graduates was Abdul 
Karim[29]. The University of Bombay awarded the Licentiate of Medi- 
cine (LM) degree for the first time in 1862 to Lamna Nasarwanji Jamsetiji, 
Sanzgiri Shantaram Vithal, Vicaji Kaikhosru Hormusji and Berojorji 
Behramji. This degree was redesignated Licentiate of Medicine and 
Surgery (LM and S) in 1877. By 1885, there were 264 LMS and 63 
GGMCs, and two MDs[30]. The first MD was Anna Moreswar Kunte BA 
in 1876 who served as Demonstrator in Physiology at the College, Gopal 
Moreswar Deshmukh BSc, BA passed his MD in 1885[31]. 


TRAINING OF SUBORDINATE MEDICAL PERSONNEL 


_ The college provided training to the military sub-medical department: 
student apprentices and warrant medical officers, the majority of whom 
were European, or Angb Indians. They had a shorter curriculum. On 
completion of the course, student apprentices qualified as assistant apoth- 
ecaries and warrant medical officers as apothecaries. In 1868, the military 
sub-medical department was divided into two classes viz. apothecaries 
and hospital assistance[32]. | 

_The government also established, in 1861, a vernacular class, to train 
Indian Hospital assistance. The class, taught in Marathi, was so popular 
that there were 175 applicants for 22 vacancies. More than two-thirds of 
the students were brahmins and the rest were marathas, shenvis and sonars. 
The majority were from local anglo-vernacular schools and a few from the 
medical department. Initially a two-year course, it was increased to three 
years and included the study of Anatomy, Physiology, Chemistry, materia 
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medica, Clinical Medicine and Clinical Surgery. The class was taught 
through conversation-by-the-bedside methods, by Narayan Daji and Bhikaji 
Amrit Chobe both graduates of the College. They prepared text books on 
Materia Medica and Physiology[33]. In 1872 Chobe exchanged his 
appointment with Narayan Ananta Dandekar of Pandharpur Dispensary. 
Sakharam Arjun, Gopal Shivram Vaidya and Shantaram Vithal Sanzgiri 
were the other teachers. Sakharam Arjun and Gopal Vaidya prepared a 
work on Midwifery and Medical Jurisprudence. The Government pro- 
vided stipends to students and scholarships were endowed by Jagannath 
Shankar Sheth. Donations for the purchase of books were made by © 
Cowasji Jehangir and John Willoughby, member of the Bombay Council 
and an advocate of vernacular education[34]. 

Cowasji Jehangir, Mangaldas Nathubai, Byramji Jzj;eebhoy, Keshavji 
Naik, Dinsha Manekji Petit and Gaekwar of Baroda financed the class 
providing instruction in Gujarati, which attracted 158 applications for the 
15 seats. This class was taught by Dhirajram Dalpatram and Rustomji 
Nasserwanji Khori[35]. However, there were many early dropouts be- 
cause, according to the paper Swadeshi Hitechu the students could not 
afford expensive books[36]. 

Students of these classes were appointed as Grade III, hospital Assis- 
tants on a salary of Rs 25 pm with an extra allowance of Rs 30 p.m. if 
placed in charge of a dispensary[37]. successive principals of Grant 
Medical College regarded these classes as unimportant, because they saw 
the institution as an educational centre rather than a training college. On 
the other hand, Native Opinion perceived the work of these ‘native 
doctors’ in the mofussil as useful, though they might not have the scientific 
knowledge or professional skill of medical graduates[38]. The classes 
were wound up in 1878 and the training of hospital assistants was 
thenceforth provided at the Byramjee Jejeebhoy School, Poona (1878), 
Byramjee Jejeebhoy School, Ahmedabad (1879) and the Hyderabad 
School (1881). These trainees were also placed in the Vaccination and 
Sanitation departments as inspectors. Even though salaries were sub8e- 
. quently raised, there was a glaring disparity between assistants, paid Rs 85 

pm and apothecaries, paid Rs 750 pm in 1886, Indians having been 
excluded from the latter positions in 1884. This move was attributed to the 
racism of British soldiers, who could nto ‘bear’ to be treated by Indi- 
ans[39]. | 

The training of midwives, funded by Peroj Bai, sister of Rustamji 
Jamsetji, was begun in 1870. Sakharam Arjun instructed the class in 
Marathi. The Bombay Chabuk a Gujarati paper, regarded this one more 
instance of Government’s preference for Marathi over Gujarati[40]. 
Subsequently a Gujarati class was started, in 1872, with the financial 
support of Ardesir Hormasji Wadia, while Cowasji Pestonji Naigaumwala 
was appointed teacher. However, only one Parsi responded initially; this 
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was considered a reflection of Parsi prejudice against lying-in. The 
number soon increased and 25 women from both classes were certified as 
trained. But with no encouragement from government, this training 
programe was wound up shortly thereafter[41]. 


CARRERS OF INDIAN MEDICAL MEN 


While the British claimed that medical education was imparted not 
merely with reference to ‘excutive wants’ but to provide for India’s own 
need, the Bombay government, in contrast to Bengal, did not make 
adequate provision for the employment of Indian graduates[42]. Under 
the 1849 regulations, diploma holders of medical colleges were consid- 
ered qualified for the post civil sub-assistant surgeon. This position was 
graded, the appointee beginning in the III Class on a salary of Rs 100 pm. 
After seven years in this grade, he qualified for the II class on a pay of Rs 
150 pm, and after 14 years for the I Class, on Rs 200 pm. Each promotion 
was granted after a committee had examined the candidate in Medicine 
Surgery, Midwifery, and tested his acquintance with medical literature and 
later improvements. Most of the early graduates began in government 
service but moved soon to more lucrative private practice, where they 
earned between Rs 200 nd Rs 1000 pm. Out of 28 graduates in Government 
Service, up to 1858, only 11 found it worthwhile to stay on[43]. One such 
was Anant Chandroba Dukhle who served with a Bhil Corps at Bhopawar 
in Centtal India and subsequently at Indore and Bhopal. Between 1854 and 
1859 he worked for the Karachi Municipality, where he earned the praise 
of the then commissioner, Bartle Frere. He was consegently promoted out 
of turn and returned to Bombay as vaccination superintendent, which post 
he held for over 25 years[44]. 

Among those who moved from government service to private practice 
was Chandroba’s classmate Bhau Daji, who enjoyed “an amount of 
practice, which notwithstanding the novelty of regular professional men 
among the natives and their aversion to pay for anything intellectual, a 
medical man of his age in England would be proud of’[45]. Assisted by his 
brother, Narayan Daji, Bhau Daji provided free medical attention at the 
Nagdevi Charitable Dispensary. Between 1853 and 1861, they treated 
more than 81,000 patients, some of whom came from Sind, Kutch, 
Kathiawar, Khandesh, Nasik and Hyderabad (Deccan). The number of 
lithotomy, cataract and obstetrical operations performed at the dispensary, 
exceeded the operations performed by European private practitioners[46]. 

-Atmaram Pandurang practised in Bhiwandi, where he was initially dis- 
couraged from going in view of the bad climate and the opposition to 
vaccination. He was successful here, though his practice was not as 
lucrative as Bhau Daji’s[47]. Sadashiv Hemraj, who was in charge of the 
dispensary at Bhuj, was so popular that not only did patients “swarm” to 
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him, but he was induced to leave government service for employment with 
the ruler. Carvalho and Lisboa, both attached to the college initially, later 
set up practice in Bombay city. Burjorji Dorabji gave up medicine for a 
while to conduct an import-export enterprise in England and on his return 
practised in the Fort Area[48]. The Rast Goftar and Satya Prakash 
observed that there was scarcely a rich Indian family in Bombay that was 
not glad to employ these graduates, either by annual payment or as 
occasion required, and maintained that they had nearly driven out Euro- 
pean practitioners, who were confined to the European sections of the 
city[49]. Motivated by public spiritedness these doctors also worked in 
charitable dispensaries. Burjorjt Dorabji and Ardesir Jamsetji attended the 
Fort Charitable Dispensary while Paul Gomes was in charge of a dispen- 
sary at “Bandora’, which was financially supported by Indians. However, 
the pursuit of medical careers was not easy for all. Of the 50 graduates who 
left the college between 1856 and 1860, 23 were in non-medical occupa- 
tions, most being clerks. A photographer, a teacher, a merchant and two 
unemployed persons were the others[50]. 

Indians were made eligible for the convenanted medical service in 
1855, when S C G Chukerbutty of Bengal headed the list of successful 
candidates[51]. Rustamji Byramji of Grant Medical College, after ob- 
taining the Diploma of the Royal College of Surgeons, London, and 
Doctor of Medicine, University of St Andrews, competed successfully for 
the IMS[52]. Later, Atmaram Sadashiv Jayakar went to England on the 
Mangaldas Nathubai Travelling Fellowship, passed the examination of 
the Royal College of Surgeons and Physicians and then entered the 
service[53]. 

When the assistant surgeon’s post in the IMS was abolished in 1873, 
that designation was given to sub-assistant surgeons. The number of these 
posts was fixed at 35 and included the charge of dispensaries in Bombay 
city (Mahim and Kurla for example), Kalyan, Poona, Bulsar, Navsari, 
Baroda, and the Persian Gulf[54]. These doctors were paid Rs 100-Rs 150 
pm as salaries. This glaring contrast with the emoluments of their Euro- . 
pean counterpart evoked critical comments in the Indian Press[55]. At the 
turn of the century Dabadhai Naoroji pointed out, that the maximum salary 
Indians in government medical service could draw was Rs 350 per pm, 
while hospital apprentices and warrant medical officers, (who were 
Anglo-Indians or Europeans) who faced less exacting qualifying exami- 
nations, were paid Rs 700 pm[56]. In 1885, 32 graduates of the college 
were with princely states, eight in railway companies and seven were 
attached to the college[57]. 

The medical officers in the civil department of Bombay Presidency, 
in 1883, included surgeons major Jayakar, civil surgeon, Muscat; Salaman, 
superintendent, Yervada Jail; D N Parakh, assistant civil surgeon Tanna, 
later acting professor at the Grant Medical College; and K S Nariman, 
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civil surgeon, Panch Mahal and Dohad. Lt Col Rustom Hormusji Cama, 
who pursued higher studies in England, passed the IM S in 1880 and 
served in the Punjab and Madras Presidency[58]. There were two GGMCs 
and 19 LMS in the IMS by 1885. Service in the IMS, however, was attendd 
by problems. The racist objections of wives of Europeans, with “scarcely 
an exception”’, declining to be treated by Indians is noted in a confidential 
note by Surgeon General Hunter in 1879. It was further pointed out that 
a number of officers “shrank” from seeking their advice. British resent- 
ment was motivated by two factors, viz Indians qualifying through an 
Indian university education, which was less expensive than in Europe and 
their availing of all advantages and emoluments allowed to Europeans, 
who served in a “foreign country and unhealthy climate”[59]. 


GRANT COLLEGE MEDICAL SOCIETY 


Grant Medical College graduates developed a spirit of association and 
engaged in meaningful exchanges through the Grant College Medical 
Society founded in 1852. Professor Peet, the first president, emphasised 
that the Society should be a deliberative body, with a scrupulous regard 
for facts, rather than a debating forum. He further suggested that, in view 
of the understanding of the previous 50 years of the injurious influences 
of impure air and unwholesome food on diseases and deaths, inquiries 
into the meteorology, types of dwellings, quantity and quality of food, 
habits of people, diseases of pregnant women and children and attitudes 
towards smallpox vaccination could be conducted. Consequently, Paul 
Gomes read a paper on the ‘Medical Topography of the Salsette’, Bhau 
Daji on the ‘Diet of Western India’, Rustamji Merwanji presented a 
topographical account of Panvel, Ananta Chandroba sent a paper on 
Bhopawar, Ruttonjee Hormusjee on Aden and Sadashiv Hemraj on 
Bhuj[60]. 3 

On the question of vaccination, Atmaram Pandurang outlined the 
obstacles in a paper, where he referred to the ignorance of even the 
“intelligent” classes about the difference between inoculation (variolation) 
and vaccination. He objected to the “secondary causes of neglect”, 
particularly among middle-class Hindus, who carried a child saved from 
small-pox or even after vaccination to the:Sitala Devi temple. Bhau Daji 
also gave an account of the process from its origin and appealed to Indians 
to extend its practice. The members of the Society resident in Bombay 
offered their services, free, to propagate the method and a circular was 
prepared in the vernaculars explaining its efficacy. Nineteen yaccination 
‘stations’, as they were called, were set up at the local dispensaries and in 
other parts of the city. These efforts had limited success owing to the 
paucity of lymph and the reluctance of parents to let their children be 
lymph donors in arm-to-arm vaccination[61]. 
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The Society also served as a forum for the exchange of notes on the 
treatment of cures. Lisboa made his observations on leprosy while the 
Statistics of tetanus cases at the J J Hospital from 1845 to 1851 were 
compiled and presented. Moreswar Janardhan provided data on his treat- 
ment of measles. Details from various dispensaries with classes of dis- 
eases, a list of surgical operations and daily average attendance were also 
placed before the Society. These doctors used Indian medicines as can be 
seen in two papers presented by Bhau Daji. ‘Notes on Some of the Native 
Medical Drugs Used in the (Nagdevi) Dispensary’ and ‘On the Native 
Remedies Used in the Treatment of Poisons by Venomous Serpents’ [62]. 
The remedies listed by him include ‘rooi’, ‘kooda’, ‘gool’ ‘wail’, ‘neem’, 
‘sagurgota’, ‘pandhara chap’. These are also mentioned by Sakharam 
Arjun in his Catalogue of Bombay Drugs, which gives an account of drugs 
available in the bazar and grown near Bombay[63]. Rustomjee 
Nasserwanjee Khory and N N Katrak published Materia Medica of India 
and their Therapeutics, in which Indian drugs were listed along with 
western drugs so that their comparative merits could be judged. The drugs 
were arranged according to chemical, botanical and zoological order and 
provided a brief account of the antidotes, incompatibles and antagonists of 
the drugs. In the preface, Khory pointed out that since Jndian Materia 
Medica, neglected, to mention the doses, vaids and hakims had been 
consulted to give doses. He further stated that the aim of the work was to 
stimulate research into indigenous Indian drugs[64]. 

Reports from other parts of India were also received by the Society. 
Mooteswamy Moodely (Mudaliar) of Madras Presidency, who was made 
a member of the Society, reported, on the treatment of three surgical cases 
in the Civil Hospital Kumbakonam. M A Misquita compared his treat- 
ment of worms with that reported by sub-assistant surgeon Taruck 
Chander of Aligarh, described in the Indian Annals of Medical Sci- 
ence[65]. The Society also subscribed to the medical journals, Lancet and 
Indian Medical Gazette. ; 

These medical men disseminated their knowledge through the vernac- 
ulars. Thus papers were presented in the vernacular societies of the 
Students Literary and Scientific Society. Dosabhai Bozunji discussed the 
treatment of children at the Gujarati Dnyan Prasarak Mandali, Ambaram 
Kevalram read a paper ‘On Medicine’ to the Gujarati Hindu Buddhi 
Vardhak Sabha. Atmaram Pandurang lectured on ‘Rules for the Preser- 
vation of Health’ and Dhirajram Dalpatram on ‘Hindu Medical Science’ 
to the Marathi Dnyan Prasarak Sabha. Sakharam Arjun prepared a tract 
in Marathi explaining the benefits of smallpox vaccination[66]. 

Bhau Daji and Narayan Daji pursued botanical studies. Bhau Daji edited 
a Gujarati work on Indian plants, written by Kata Bhat of Kathiawar, to 
which he contributed Latin and English synonyms. He also researched on 
a cure for leprosy. While those who benefited from the treatment, including 
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the son of the superintendent of police, claimed its effectiveness, sceptics 
doubted its efficacy. Bhau Daji’s request for beds in the Incurables ward of 
J J Hospital to be placed under his care, for leprosy treatment, was initially 
turned down; but, in 1868, a few cases were treated and showed improve- 
ment. Principal Hunter of Grant Medical College, who had permitted this, 
investigated the cases with the help of Sakharam Arjun and concluded that 
chaulamogra oil and a controlled diet comprised the treatment. Bhau Daji’s 
death prevented the completion of this work[67]. Atmaram Pandurang and 
Sakharam Arjun were among the eight founders of the Bombay Natural 
History Society, established to exchange notes on zoology and to exhibit 
specimens of animal life[68]. 

J C Lisboa did a study of the ‘Grasses of Bombay’, and was such an 
expert botanist that the paper, Native Opinion contended that he was fit | 
to be professor of botany at Grant Medical College, Col Kirtikar authored 
Indian Medicinal Plants(69}. 

Most Indian doctors promoted western medicine by using their know- 
ledge with sensitivity. Atmaram Pandurang advised his patients to follow his 
instructions exactly, report their reactions to his treatment and not resort to 
self diagnosis or medication. Sadashiv Hemraj’s cure of three powerful 
‘maharajs’, Gujarati religious leaders, won over their numerous followers. 
State intervention in publichealth was done more cautiously after 1857, and 
by relying on Indian intermediaries, as David Arnold has established[70]. 
Thus in promoting smallpox vaccination in Bombay city the effort of 
Ananta Chandroba Dukhle is significant. He successfully tried animal 
vaccination from 1869, whereby calves were inoculated and the lymph 
collected from them was used. This method was more generally accepted 
than the arm-to-arm method, which was regarded as ritually polluting since 
lower caste children were used as vaccinifiers. It was due to his perseverance 
and tact that the Vaccination Act 1877 could be enforced. He worked in the 
face of opposition, which occasionally took the form of assaults on his 
assistants, the powerful belief in Sitala Devi and on his own low salary[71]. 
His work was carried on by Sakharam Arjun and Shantaram Kantak in the 
1890s, when the staff of the sanitary department were trained and data was 
compiled on the incidence of the disease among migrant mill workers. By the 
end of the century the number of deaths from small-pox declined and 
epidemics when they did occur, became controllable. In other parts of the 
Presidency, vaccination was promoted by Muncherji Beramji Colah in 
eastern Gujarat, Dorabji Hormusji in Ahmedabad and Balkrishna Chintoba 
in Poona[72]. Nanabhai Naoroji Katrak was lies geen special medical 
officer during the cholera epidemic of 1883. 

The establishment of medical facilities for Parsis was the achievement of 
Parsi doctors. Kaikhosru Nusserwanji Bahadurji, MB, MRCS and MD, from 
England, served for a while, as professor of clinical medicine at the College 
and subsequently founded the Parsi Fever Hospital. Tehmulji Bhicaji Nariman 
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established the Parsi Lying-In Hospital, while Sorabji Kharshedji Nariman 
drew up the scheme for the Parsi General Hospital. It appears that most of 
these practitioners served in cities — Nasserwanji Nouroji Khambatta in 
Surat, Muncherji Sorabji Postwala in Broach, Jehangir Manekji Penti in 
Hyderabad, while Dosabhai Kawasji Patel and his classmate, Ismail Jan 
Mohammed opened a dispensary at Khoja Jamat Khana, Mandvi[73]. 


INDIAN MEDICINE AND ‘NATIVE Doctors’ 


While western medicine may have been a ‘tool’ of the empire, as 
Headrick has suggested, and the colonial policy was to promote it with 
the assistance of Indian doctors, the mass of the population used Indian 
medicine[74]. Early in the 19th century, a suggestion had been made that 
vaids be trained in the western system but nothing came of it, except that 
a few students of the College were from families which had practised the 
Indian system for generations. Burjorji Beramji, the son of a famous 
Unani hakim did his L M and practised western medicine, laying the 
foundation of the Bhavnagar Medical Department[75]. 

Most Indians peresisted in going to Indian practitioners. This persis- 
tence and the conviction of most British medical men of the superiority 
of western medicine led to proposals for ‘suppression’ of their practice, 
particularly in Bombay city. Principal Sylvester called for the “specula- 
tive doctrines” of Charaka and Susruta to be supplanted by those founded 
on what he termed “an assured and exact basis”[76]. The preference for 
Indian medicine seems to have been based on it being more readily 
available and cheaper[77]. At the same time there were a number of 
quacks practising. Motivated by what he called the ‘unscrupulous use’ of 
medical titles and degrees, a proposal for registration was initiated by 
Principal H Cook in 1881. He contended that graduates of the College and 
University could take care of the needs of the Presidency, the Legal 
Practitioners Act XVIII 1879, imposing restrictions on the practitioners 
of law serving as the precedent[78]. 

The Grant College Medical Society discussed the issue at the instance of 
Lisboa, the then president of the Society, and appointed a committee to study 
the act in force in England and prepare a draft bill. The Indian members of the 
committee were Lisboa, Atmaram Pandurang, Dossabhai Bazunji, Edalji 
Nasservanji, Cowasji Hormusji, J A da Gama, Sakharam Arjun, Tehmulji 
Bhicaji and C F Khory. The proposed act to be called The Bombay Medical 
Act, provided for a Council of Medical Education and a Registrar to register 
qualified persons. Those regarded qualified, were GGMCs, LMS, products 
of other Indian universities, medical colleges or schools, and members, 
licentiates and doctors of institutions in Britain and Ireland. In other words, 
the prescribed qualifications were mostly in western medicine. The act was 
to give registered medical practitioners the right to give medical evidence in 
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a court of law, to be exempted from legal responsibility in the case of injury 
done to the patient, and registration had to be a requirement for employment 
in a hospital, dispensary, infirmary jail or on ships[79]. 

The proposal was circulated among Bombay officials for their reac- 
tions. Those who supported it included Sidney Smith, the police surgeon, 
who maintained that incalculable mischief had been done by hakims and 
vaids to the “eyes and ears of the poor”. Indian practitioners of western 
medicine like Sakharam Arjun advocated the scheme. Philip deSouza 
wanted apothecaries and hospital assistants to be included within the 
purview of the act, but, like Blanc, vaccination superintendent, he 
excluded hakims and vaids, with whose “right and title”, it was neither 
politic nor wise to interfere[80]. | 

On the other hand, Hewlett, the deputy surgeon general, observed that 
the agitation for the act had emanated from medical professionals and not 
from the public, who, by their silence, had shown their satisfaction with 
hakims, vaids, herbalists, midwives and bonesetters. Though not educat- 
ed, these persons did possess useful empirical knowledge[81]. Medical 
aid was also provided by retired members of the subordinate medical 
services. Both the surgeon general and the consulting surgeon, BB and CI 
Railway, held that the time was still not ripe for registration[82]. The 
deputy surgeon general, Moore, pointed out that while a more correct 
registration of deaths could be expected from such a measure, the number 
of coorners would increase, entailing additional expenditure. Brigadier 
Surgeon Pinkerton, on the basis of his experience as superintendent of 
vaccination, cautioned that public opinion should be assessed before the 
introduction of such a measure[83]. 

The act had a number of opponents in the Indian press viz Lok Mitra, 
Wepar Vartaman, Gujarat Mitra, Arya Mitra, Nyaya Prakash and 
Hitechhu. The Bombay Chronicle noted that the knowledge which some 
hakims and vaids possessed was not known to Eurpoean materia medica. 
The Native Opinion, held that the act had originated with European 
doctors, who feared competition from practitioners of Indian medicine. 
Both the Indian Spectator.and Indu Prakash referred to the expense of 
western medicines while the poor and even trading classes preferred 
cheaper Indian drugs. The Arunodaya, however, criticised educated 
Indians, who believed that India was “barbaric” and recounted two 

successful cases treated by vaids[84]. , 
~The Bombay government forwarded the proposal to the Government of 
India with the suggestion that it should be applied throughout the country. 
Consequently, opinions were gathered regarding its feasibility. The critics 
outnumbered the supporters and their arguments throw light on existing 
public health facilities. The chief commissioner of Coorg held that such an 
act was not required for his area. His counterpart at Amritsar opposed the 
measure. The officials at Assam and British Burma pointed out that there 
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were no medical colleges in their regions[85]. The Government of Bengal 
held that medical titles had little or no influence on the selection of doctors, 
who were usually relatives, friends or retainers, while surgeon Major Kees 
of Madras Medical College objected to apothecaries and hospital assis- ° 
tants being disqualified, for they provided cheap medical assistance and 
manned emigration ships. Major Rutledge, civil surgeon, Jaunpur, re- 
ferred to the impossibility of registering unani and misrani practitioners, 
while the deputy commissioner, Barabanki mentioned the difficulties in 
testing their qualifications. A pertinent point made was that conditions in 
the interior were different from Presidency towns and such a measure 
would have a baneful influence in small towns, where Indians had been 
going to these doctors from infancy[86]. 

The causes for the unpopularity of western medicine were outlined by 
Pandit Kali Sahi, extra assistant commissioner, Barabanki as (a) The Indian 
belief that western medical practitioners could not treat fevers but only 
perform surgeries, (b) Hindu and Muslim ‘religious prejudices’, and (c)blind 
obedience to the authority of others. On the other hand, hakims and vaids 
took an interest in their patients, were within call, did not take fees, or if 
they did, did so on a moderate scale, and most important their treatment did 
not interfere with local habits. Sahi listed the types of practitioners in 
British India, which included compounders, failed students of medical 
colleges, midwives (European, American and Indian), retired medical 
personnel of the subordinate services, and’even salotries or horse doctors. 
He strongly urged the passing of the act, exempting hakims, vaids and 
jarrahs, or surgeons, in view of the inadequate number of western medical 
graduates. The Government of Punjab was of the same opinion but cau- 
tioned that such a move should not lead to opposition to the vaccination 
campaign. Adulteration of drugs was a serious problem in the Punjab and 
Delhi. The Jullunder division reported that calomel ‘ras kapur’ was mixed 
with a corrosive sublimate, resulting in poisoning, while in Ferozepur 
district, medicines were tied up in cloth or earthen pots destroying their 
potency. Those selling western drugs in Delhi included “uneducated 
merchants” anddismissed government employees, hence control over drug- 
gists was urged. | 

Babu Bhagwan Das, civil surgeon, Gurdaspur, while stating his support 
for the act gave examples of the damage to eyes caused by vanjaras 
operating for catracts, nais and carpenters treating fractures, and banias 
being tapped for hydrocele. He held that few vaids were knowledgeable, 
and were mere ‘attairs’ (druggists), but this did not prevent them from 
demanding high fees. Consequently the common quacks, some of whom 
were sanyasis, provided medical advice. The Anjuman-i-Islam, Amritsar 
the Peshawar Anjuman and Delhi Literary Society expressed their opin- 
ions in favour of the measure, though the Senate and Medical Faculty of 
Punjab University regarded it impracticable[87]. 
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After taking into account these views, the Government of India did not 
“consider it expedient” to undertake any legislation on the subject[88]. 
Another proposal made, in 1887, for an act, confined to Bombay city, was 
also not approved. Only in 1912 was the Bombay Medical Registration Act 
passed. 


CONCLUSION 


The above analysis has attempted to assess the response to western 
medicine through the careers of medical graduates. Initially, it was the 
local elite who used their services and, in the 1860s, some of these medical 
men had even to pursue non-medical careers, reflective of the in adequate 
response. By the 1880s, more than 300 doctors and qualified from the 
College, and under-graduate courses were opened to women. The 
profession seems to have been established by then and doubtless it was 
the practice of western medicine by Indians that contributed to its gradual 
acceptance. It was their tact and persuasion, as the British acknowledged, 
that made Indians receptive to smallpox vaccination. However, while 
more Indians used hospitals and dispensaries providing western medicine 
by the end of the century, the majority still went to hakims and vaids. 
Moore, deputy surgeon general, noted in 1882, that only one-tenths of the 
population of 7,73,196 in Bombay city were treated by western educated 
doctors[89]. R N Khory observed that despite the efforts of medical 
pioneers in the 50 years, the greater percentage of the population either 
did not like or could not afford to avail of western medicine[90]. Even 
intellectuals had not overcome their reservations, as K N Pannikar has 
shown, with reference to K T Telang, who refused to undergo surgery, 
though it might have saved his life[91]. 

The scientific training of Indian doctors was an important modernising 
force, yet they faced dilemmas of the kind Bhau Daji did, when he had 
to undergo ‘prayaschhita’, for dining with Govind Karkare, who had 
crossed the kala pani[92]. Like other intellectuals of the time, medical men 
wre connected with the public life of the city, social reform activiteis in 
their castes and communities and political associations. While some made 
western medical knowledge accessible through the vernaculars, others 
provided facilities for their community and for women and children. 
Indeed, it is significant that the first few medical women came from the 
families of male doctors. 
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Reproductive Rights and More 
Lakshmi Lingam 


The demand for reproductive rights can be effective only in the 
context of political, social and economic rights. The current debates 
on reproductive rights should be seen in the context of western 
consumerism, the unequal power relations between countries, the struc- 
tural adjustment programme, international debt bondage and other 
elements of change affecting the world. 


DURING the Earth Summit; 1992 held at Rio de Janeiro, Brazil the attempt 
by the countries of the north to blame population as the main culprit of 
environmental degradation was not successful. This unresolved issue was 
reopened at the 1994 International Conference on Population and Devel- 
opment (ICPD), Cairo with added focus on women’s reproductive rights. 
A concern for women, environment and sustainable development were the 
three themes among the six priority themes in the ICPD, 1994. The 
forthcoming Fourth UN World Conference. on Women to be. held at 
Beijing will review and appraise the advancement of women since 1985 
in the light of the Nairobi Forward Looking Strategies. A Platform for 
Action will be adopted with: a focus on removing the obstacles to the 
advancement of women. Some of the issue that will be taken up are: 
Awareness-building, decision-making, literacy, poverty, health, violence, 
refugees and technology. 

This article critically examines ‘reproductive rights’ as a demand and 
highlights the need to contextualise the demand within struggles for basic 
rights and rights to equality. 

Population ‘boom’, ‘explosion’ or bloat are the terms often used 
when reference is made to the growth of population in the countries of the 
south. Global environmental problems like the degradation of land, 
deforestation, climate changes, global warming and the decline in the 
natural resource base, increase in poverty and acceleration of social 
inequalities are largely attributed to population growth. This perspective, 
which prescribes population control as a solution, is critiqued by the 
women’s movement. The women’s movement attributes the present 
model of development, unequal distribution of resources, energy intensive 
technologies, the affluent life style and consumption patterns of the rich in 
the north and the south as the major causes behind the poverty of people 
and nature. The opposition to population control policies from the 
women’s perspective emerged from: (a) the examination of the detrimen- 
tal effects of the development process on women and environment during 
the ‘integration of women in development’ phase of the Women’s Devel- 
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opment Decade 1975-84, and (b) the clear connections that were observed 
between ecological crisis, colonialism, capitalism, and patriarchy. 

The detrimental effects of the development experiences on people in 
general and women in particular has been well documented. ' It has been 
observed that, growing poverty is linked to processes like reduced access 
to arable land, lack of grazing rights for cattle, privatisation of common 
property resources, commercialisation of agriculture, faulty water man- 
agement systems, increasing’ salinity of soils due to use and overuse of - 
fertilisers and pesticides, loss of traditional skills and displacement of 
large populations due to modern large ‘development’: projects: These 
processes in turn create conditions for the increase in birth rate, as also 
increase in child: labour, decrease in school enrolment, increase inschool 
dropout rates, increase in rural-urban migration, and consequently a 
change inthe relationship between people withnature. Within this context, 
women. who are the repositories of knowledge on environment have 
become victims in the environment and development ‘crises with an 
increase in their overall work burden, decline in their incomes, nutritional 
status, increase in headship of households and'so on. The critical 
relationship of women’s work and procreation to the development and 
environmental crises has come into focus in preparation for the ICPD, 
1994. 


WOMEN’S STATUS: MEANS OR END? 


The crucial position of women in the population, environment and 
development (PED) triangle has been identified by international agencies 
concerned with population growth and its control. According to UNFPA, 
the role and status of women affect at each point of the triangle and are in 
turn affected by them. By performing their daily tasks of fetching water, 
fodder, firewood collection, etc, and managing their family resources, 
women influence the environment. Women’s reproductive behaviour 
affects the population growth. Women affect development through their 
economic roles in the family and society. Thus, according to UNFPA, 
improving women’s status speeds fertility decline, thus reducing consid- 
erably ‘the overall negative impact’ of population on environment and 
development [UNFPA1992a]. Elsewhere, in another report, UNFPA 
observes: “Women’s access to labour market brings multiple benefits. It 
works to lower fertility by delaying the age of marriage. After marriage 
it provides women with an independent income which will improve their 
power and status in the family” [UNFPA 1992b}. In addition to enabling 
women to regulate their fertility, the UNFPA believes that the other way 
to incorporate them in PED programmes is to improve and enhance 
women’s role as ‘resource managers’ [UNFPA 1992a]. The positioning of 
women at the centre of planning and policy-making has been a long 
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standing demand of the women’s movement. However, in the present 
context women are being positioned in the centre of the PED concerns with 
a focus on their fertility; since elevating the status of women is seen as a 
precondition for reducing the fertility rates. 

Various socio-economic, ecological and religious variables received 
differential focus as key indicators in fertility behaviour research. A recent 
line of observation is the recognition of the relationship between women’s 
autonomy over their lives and fertility control. However, there is still no 
clarity in official planning as tohow women’s autonomy or empowerment 
could be achieved in order to influence fertility control. On the one hand, 
piecemeal efforts to generate employment for women through poverty- 
alleviation programmes and mass employment programmes, reservation 
of seats in political bodies,etc are underway. On the other, economic crisis 
emerging out of the structural adjustment programme is likely to decrease 
the chances of employment, increase the cost of food, directly affect the 
infant nutritional status and survival among poor households. To cope 
with the weakening child survival prospects and the need for additional 
hands to bring in meagre income, poor women might face further con- 
straints in limiting their family size. However, governments and aid 
agencies continue to view the economic and fertility aspects in isolation. 

Limiting population growth especially of the south countries, has 
become a major international activity since the 50s. India was one of the 
first countries to accept family planning as a national policy. The policies 
have been incorporated in the Five Year Plans along with commitments to 
‘progress’ and ‘development’. Incontrast to the earlier plan documents the 
Fourth Five Year Plan document viewed women as ‘partners in develop- 
ment’. The major impetus was due to the global focus during International 
Women’s Decade on the deteriorating status of women. Simultaneously 
on the population issue front, the Bucharest Population Conference 1974, 
felt the need to move away from narrow, technology-oriented family 
planning programmes (FPP) to strategies that located these programmes 
within a broader perspective of improving health and education. 

In the 70s, the FPP was renamed the family welfare programme (FWP). 
It was felt that this would generally call for an improvement in the overall 
welfare of the people. Family welfare activities were to include programmes 
for the improvement of health, such as income-generation or economic 
programmes, educational programmes, community development 
programmes, etc. The maternal and child health (MCH) programmewas 
merged with FPP. Experience shows that the high priority given to 
reducing birth rates has overshadowed the provision of MCH services. 

The issues of informed choice and safety of the contraceptive have been 

neglected in the FWP in India. There is limited choice of methods available 
for women, much less formen. The circumscribed contraceptive choices that 
women are given, the secrecy maintained in informing women about the side 
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effects of each method, the lack of check-ups or counselling before and after 
the method has been accepted, the undermining of complaints of women 
contraindicated for each method and the adoption of unethical medical 
practices to achieve ‘targets’, together have made it the least credible and 
most distrusted of all the health services. Further, the onus of burden of 
contraception and sterilisation is on women which disregards male respon- 
sibility and the lack of decision-making power of women in sexual matters. 

The women’s movement in India is actively involved in campaigning 
against coercive contraceptive technologies and population control poli- 
cies of the state. Simultaneously, it has drawn attention to the need to 
understand women’s health in a holistic context. It is against this back- 
ground that the incorporation of women’s reproductive rights in the ICPD 
and the renewed interest in a population policy by the government of India 
has thrown fresh challenges to the movement. 


REPRODUCTIVE RIGHTS: A LIMITED DEMAND? 


The first Global Women’s Health and Reproductive Rights Meeting in 
‘Amsterdam marked the birth of the international reproductive rights 
movement which promoted the belief that “women should be subjects and 
not objects of population policies”. Reproductive rights as a concept and 
slogan gained currency in the 1980s as representing women’s needs and 
interest. Various terms like ‘reproductive health’, ‘reproductive self- 
determination’ etc, have gained currency during this period. By far the 
most comprehensive definition is given by the Women’s Global Network 
for Reproductive Rights (WGNRR) Amsterdam: 

Women’s right to decide whether, when and how to have children— 
regardless of nationality, class, age, religion, disability, sexuality or 
marital status — in the social, economic and political conditions that make 
such decisions possible. These rights include, “access to safe, effective 
contraception and sterilisation; safe legal abortion, safe woman-controlled 
pregnancy and childbirth; safe effective treatment for the causes of 
infertility; full information about sexuality and reproduction, about repro- 
ductive health and health problems, and about the benefits and risks of 
drugs, devices, medical treatment and interventions...; and good quality, 
comprehensive reproductive health services that meet women’s need and 
are accessible to all women”. Quoted in /ssues in Gender and Develop- 
ment, No 6, p 6, November 1993). 

The exercise of ‘choices’ or ‘reproductive rights’ cannot be seen in 
isolation of socio-economic, political, cultural and ideological structures. 
The Indian scenario regarding contraceptive use, health service utilisation 
and abortion services is as follows: 

(a) Fertility regulation and birth control measures are acknowledged by 
women as a requirement. However, the low contraceptive prevalence 
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rates, high fertility rates, and the acceptance of terminal methods in the 
place of spacing methods, highlights the circumstances within which 
fertility decisions are made (or not made). It has been observed that 
women’s low decision-making power in the early ages of marriage , their 
poor health and pregnancy wastage , social pressures against contracep- 
tion before completion of the desired family size, general son preference, 
secondary infertility because of reproductive tract infections, etc, are 
barriers to women’s utilisation of contraception [Ravindran 1993]. More- 
over, the safety and efficacy of the various methods of contraception, the 
- quality of delivery and follow-up care are other major issues that are linked 
to the utilisation of family planning services. 

(b) Though the proportion of trained attendants at birth is increasing, 
the majority of the domiciliary births are still attended by the traditional 
birth attendants and others, especially in the rural areas. ‘While women 
report non-availability of facilities as the reason for not going for hospital 
births, researchers have pointed out that there is also a strong preference 
for deliveries at home . Along with the cultural reasons for this ‘prefer- 
ence’, the service—provider factors like the gender and attitude of health 
personnel emerge as important determinants of utilisation of maternal care 
services. 

(c) The competing demands made on women’s time by domestic work, 
child care and income-earning work also have implications on women’s 
utilisation of health care services. The key~factors that emerge as con- 
straints in the utilisation of health services by women are the loss of daily 
wage, high cost of transportation, considerable stress, complicated hospi- 
tal procedures, long waiting time, and poor interpersonal skills of the 
health providers . 

(d) The liberalisation of abortion services with the Medical Termina- 
tion of Pregnancy Act, 1972, has not been followed up with the provision 
of safe abortion services at the level of the primary health centre (PHC). 
The majority of PHCs do not have trained medical officers or MTP 
apparatus to conduct abortions. Therefore, liberalisation has not signifi- 
cantly increased the rate of legal and induced abortions or decreased the 
abortion related mortality. It has been observed that health personnel 
insist On sterilisation as a condition for abortion. Dissatisfied with the 
available ‘choice’ of contraceptives, women take recourse to abortions 
outside the health facility. [Gupta 1993; Ravindran 1993]. 

Women not only wantto make an informed ‘choice’ aboutcontraceptives, 
child care facilities, a better future for their children and an appropriate 
constellation of health services, but also want control over their life 
situation, sustenance, safe work place, clean drinking water, sanitation, 
secure living space, harmonious gender relations, no violence, no abuse 
and no wars. Which means, women not only need control over their 
fertility but also over their sexuality and life situation. All these are 
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inseperable preconditions for the exercise of any choice. In which case, 
isn’t the claim for ‘reproductive rights’ a limited demand? A demand 
which has its own dangers of reinforcing the view of all reproductive 
activity as the special, biologically destined province of women. 

There are also proposals to include sexual and reproductive rights in the 
framework of human rights in order to update the Universal Declaration 
of Human Rights, giving it greater integrity. 

Rosalind Petchesky notes: “(R)ights are by definition claims staked 
within a given order of things. They are demands for access for oneself, or 
for “no admittance” to others: but they do not challenge the social structure, 
the social relations of production and reproduction “. [Petchesky 1990, p 7]. 
Farida Akhter, a feminist from Bangladesh raises these questions: 

If our concept of right only includes reproductive sphere, remaining insensitive 
to the right to be realized in the sphere of politics and economy, we are then 
operating within a narrow horizon, a horizon determined by the capitalist- 
patriarchal culture. As women we are limiting our demand only in the sphere 
of reproduction, while men should lead the sphere of politics and economy. Isn’t 
that why patriarchy has kept us reduced to reproductive function over the years 
of history? ... the demand has a sharp bourgeois imprint as well. Notice that we. 
are demanding for the individual right of women over her own body. It is a 
ownership concept we are imparting. Implicitly we are demanding that women 
should own individually the reproductive factory she is carrying within her own 
body. We are not saying that production of the human species is a social 
function. Bourgeois individualism blinds our vision so much that we fail to 
recognise our social being. It is important that we start to see that the reproduc- 
tion of the human species is primarily a social activity which is realised through 
individuals, but it is never an individual affair”. [Akhter,undated, p 9]. 

Consciously aware of the limitations of the slogan ‘reproductive 
rights’, Sonia Correa, a Brazilian feminist and. research coordinator at 
Development Alternatives with Women fora New Era(DAWN))clarifies: 

Though the framework for the concept of reproductive rights requires 
revisions, some basic notions do exist. The first is the principle of bodily 
inviolability, which corresponds to the first generation of human rights. 
Second, the reproductive agenda cannot be disconnected from a broader 
political rights charter. Third, the exercise of reproductive rights requires 
the accomplishment of the second generation human rights dealing with 
social, economic and cultural dimensions. Finally, as many issues on the 
agenda are still subject to controversy, they may be seen as ‘potential rights’. 
[Correa 1993, p 36]. 

The notion of rights has tremendous polemical power, with which 
terms. like ‘choice’, ‘control over our bodies’, “women’s body is women’s 
right’, can be perverted to suit extreme individualism to the detriment of 
women’s collective struggles, strategies and slogans. Most technological 
options in the area of reproduction (pills, IUDs, injectables, in-vitro 
fertilisation (IVF) and so on) are heralded as adding to the range of 
‘choices’ to women. For example (a) Sex-determination tests are seen as 
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providing a ‘reproductive choice’—a choice to decide to have a boy or a 
girl! This is in line with the choice of commodities, consumer products and 
now the choice of the ‘right’ baby [Lingam 1991]. (b) The slogans ‘choice’ 
and ‘control over our bodies’ used in the western feminist movement (to 
denote access to safe contraception, the right to say ‘yes’ or ‘no’ to sex etc,) 
are also used by agencies hiring fertile women’s wombs. These slogans 
are interpreted as the control of body as a piece of property, the parts of 
which can be hired, leased, sold, donated and so on. 

The demand for reproductive rights also needs to address the ethics 
involved in the increasing medicalisation of reproduction through techno- 
logical interventions in pregnancy, conception, childbirth, contraception 
and menopause. The value-neutrality of ‘new reproductive technologies’ 
(NRTs) such as IVF, foetal surgeries, sex detection, sex preselection, 
Caesarean sections, hormonal implants, injectables, vaccines, hysterecto- 
mies etc, should be questioned. The demand for reproductive rights has 
tocounter the ‘appropriation of language’ and the increasing ‘medicalisation 
of women’s bodies’ by placing the issues of ‘safety’, ‘informed choice’ 
and ‘ethics’ in context. 


PRO-NATALISM AND ANTI-NATALISM 


The issues of population ‘implosion’ of the north and population 
‘explosion’ of the south places women as central to pro-natalist and anti- 
natalist population policies. Pro-natalism encourages women to have more 
rather than fewer children for various reasons, e g, to replace the dead 
during wars, to increase the numbers of one population for racist, nation- 
alist and ethnic reasons and so on. On the other hand, anti-natalism 
involves the emphasis on fewer children and the controlling of births of 
some population over the others. It is not surprising to observe that 
developed countries practise pro-natalist policies domestically and advo- 
cate anti-natalist policies for the developing countries. Women from the 
north are expected to procreate, develop ‘pro-natal behaviours’ whereas 
the women of the south are targets of an international war against the 
population problem. Therefore, pro-natalist technologies (like IVF etc) 
are developed for the white middle class women of the north to achieve 
‘motherhood’ and anti-natalist technologies (injectables, implants, 
vaccines) are developed to control the fertility of poor women from the 
south. The manipulation of women’s fertility for one or the other purpose 
needs to be critiqued. 

At the Latin American and Carribbean Health Network meeting in 
Mexico, the issues of women having fewer children and postponing 
childbearing in the north, and women having many children at 
short intervals in the south, were discussed. The Conference report 
mentions: 
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Inthe North, men must play arolein child rearing so that women are not faced with — 
the choice of work or children; in the south, men must commit themselves to 
responsible parenthood and the use of male contraceptive methods (p21). In short, 
this decade places great responsibilities on men, both in birth promotion in rich 
countries and birth control in the poorer countries [Berquo 1993 p 48]. 

Though the issues of male responsibility in parenting, childcare, etc, and 
the patriarchal context within which reproduction takes place cannot be 
undermined, the political ideology behind birth ‘promotion’ and birth 
‘control’ should be questioned . If population growth per se is posed as a 
burden on the environment, then why are allowances made for birth ‘promo- 
tion’ in some parts of the planet? Further, the ‘explosion-implosion’ 
approach misses out on the issue of unsustainable consumption patterns, 
resource use and wastage of the northern countries which have greater 
implications to the environment than the population of the poor in the 
southern countries. 

Along with this, the unethical ways by which (a) multinational pharma- 
ceutical companies carry out test trials on innocent women from the south; 
(b) governments of the north permit the export of banned drugs/contracep- 
tives to the poor countries and (c) also tie up coercive population policies 
to development aid/structural adjustment programmes, need to be ad- 
dressed in order to converge the demands, struggles and concerns of the 
women of the south with those of the north. 

This article has attempted to situate the discussion on reproductive 
rights at the global and local level. It identifies the limitations in the 
demand for reproductive rights from the vantage point of the south, 
especially India, and identifies the issues that require attention. The article 
points out that the discussion on the issue of reproductive rights within the 
population, development and environment debate should be seen in the 
context of western consumerism, the unequal power relations between 
countries, the structural adjustment programmes, international debt bond- 
ages, etc. The notion of reproductive rights will have concrete meaning for 
’ women only when political, social and economic rights aré ensured and 
exercised effectively. 
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COMMUNICATIONS 


Making Way for Price Rise 
New Drug Policy 


The Drugs Price Control Order 1995 makes a mockery of the efforts 
of the drug consumer lobby to bring a semblance of rationality in the 
drug market in the country. 


IN January this year the Government of India passed the Drugs (Price 
Control) Order, 1995 (DPCO 95)which is supposed to came into force on 
the date of its publication in the official gazette. 

The New Drug Policy 1994 had radically modified the earlier policy 
of 1986. Industrial licensing for all bulk drugs excepting vitamin B} 
(Thiamin), (and its salts and derivaties), vitamin B2 (Riboflavin) (and its 
salts and derivatives), folic acid, tetracycline and its salts, and 
oxytetracycline and its salts have been abolished. These five identified 
bulk drugs are exclusively reserved for the public sector. Other exceptions 
are bulk drugs produced by the use of recombitant DNA techonology, and 
those requiring in-vitro use of nucleic acid as an active principle. 

DPCO 1995 has specified 76 bulk drugs under the first schedule and 
these are price controlled. The government has power to fix the maximum 
sale prices of these bulk drugs. In fixing the maximum sale price, a post- 
tax return of 14 per cent on net worth (paid-up share capital plus free 
reserves) or areturn of 22 per cent on capital employed will be considered. 
In case of a product from a basic stage, post-tax return of 18 per cent on net 
worth or a return of 26 per cent on capital employed will be considered. 
These margins seem to be satisfactory, provided the imported material 
does not compete in reduced rates. | 

The government has empowered itself to recover overcharged amount 
accrued due to charging prices higher than those fixed or notified by the 
DPCO 1987 and DPCO 1995. But the big firms are still to deposit over 
Rs 300 crore in price equalisation on account and that too after the 
Supreme Court decision. This measure will be effective only if the 
government takes bold steps in recovering the past dues. 

The order says that no dealer shall withhold from sale or refuse to sell 
any drug available with him to acustomer intending to purchase such drug. 
But what action has the government regarding dealers who have refused 
to stock and sell an essential drug like phenobarbitone? 

The margins allowed to the dealers are 16 per cent of the retail price 
(MRP) in case of a scheduled drug, but has not specified the margins for 
non-scheduled drugs and these are over 70 per cent of all the formulations. 
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The chemists’ associations are strong enough to coerce the drug manufac- 
turers to allow higher trade margins on such irrational drugs and drug 
formulations. This burden will eventually be passed on to the consumers. 
The government should fix the margins on unscheduled drugs and drug 
formulations. 

Any cotravention of any of the provisions of DPCO 1995 shall be 
published in accordance with the provisions of the Essential Commodities 
Act (10 of 1955). But we do not find any such action having been taken in 
the past, including those found guilty of glycerol tragedy at the J J Hospital. 

Indigenously manufactured scheduled formulations have been allowed 
100 per cent maximum allowable post-manufacturing expenses. Sched- 
uled formulation means a formulation containing any bulk drug specified 
in the first schedule either individually or in combination with other drugs, 
including one or more than one drug or drugs not specified in the first 
schedule, except single ingredient formulations based on bulk drugs 
specified in the first schedule and sold under generic names. This means 
single ingredient products sold under generic names will be out of price 
control. With these changes the number of bulk drugs coming under price 
control is reduced to 76 from the earlier list of 143 drugs and thus the span 
of price control has dropped by about 50 per cent from the previous 70 
percent. } 

In order to achieve uniformity in prices of widely used formulations 
itis proposed to put ceiling prices for commonly marketed standard pack 
sizes of price controlled formulations and it would be obligatory for all, 
including small scale units to follow the prices so fixed. But at the same 
time under the third schedule, category C, units with turnover of less than 
Rs 1 crore per annum and having only formulation activity will be 
allowed maximum 12 per cent pre- tax return on sales turnover while a 
manufacturer of large units with turnover exceeding Rs.6 crore per 
annum is allowed only 8 per cent. In the previous category many small 
scale industries will fall and they will claim higher profits. 

The table shows the 94 bulk drugs that have been removed from the 
previous first and second schedule drugs that were price control. That 
means these bulk drugs and their formulations will be free of price control. 
One finds here that ampicillin and amoxycillin have been removed from 
the controlled list, whereas cloaxacillin is kept in the first schedule. Thus 
the combinations of ampicillin/amoxycillin and cloxacillin will come 
under price control. (Adilox, Ampilox, Amplus, Ampoxin, Bilactam forte, 
Bioclox, Babcilox, Klox, Lamklox, Novaclox, Penmix, Suprimox, 
Termoxin, etc.). Likewise chloramphenicol has been decontrolled whereas 
ciprofloxin and norfloxacin is controlled. This will at least prevent 
deliberate wrong promotion of antibacterials and antibiotics. Baralgan 
ketone has been removed from the price control, but by keeping Metamizol 
(analgin) in the first schedule, the combination products like Baralgan and 
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TABLE: DRUGS REMOVED FROM FirST AND SECOND SCHEDULE OF DPCO 1995, 


Acetazolamide 
Aluminium Hydroxide 
Aminophyline 
Amitryptyline 
Amoxicillin 
Ampicillin 

Atropine 

Baralgan Kitone 
Benzathin Benz Pen. 
Carbenicillin Sod 


Carbinoxolone 
Cemetidine 
Cephalexin 

Cetrimide 
_Chloramphenicol 
Chlorhxidine 
Chlorpheniramine mal. 
Chlorpromazine 
Clofazamine 
Cyproheptadine 
Dapsone 

Diclofenac Sod. 
Dichloro Meta xylenol 
Diethyl Carbamazine 
Digoxin 

Dihydralazine 
Diloxanide Furoate 
Diphenoxylate 
Dipyridamol 
Ergometrine . 
Ethambutol 
Ethisterone 
Fluocinolone Acetomide 
Folic acid | 
Homatropine 
Hydralazine 
Hydrochlorthizide 
Hydrocortisone 
Hydroxycobalamine 
Hysoline N. But. Br. 


Imipramine 
Iodoxuridine 

Iron Dextran 
Isoniazid 

Isosorbide Dinitrate 
Isoxurpine 
Ketoprofen 
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Levamisol 
Lidocaine/Xylocain 
Loperamide 
Methylsalicylate 
Metoclopramide 
Metoprolol 
Mitomycin 
Neomycin 
Norgestril 
Oxyfedrine 
Oxythazine 
Oxytocin 
Paracetamol 
Parachloro Meta Xylenol 
Phenobarbitone 
Phenoxymethy] Penicillin 
Phenytoin 
Pilocarpine 
Piperazine 
Polymixin B Sulphate 
Povidone Iodine 
Procaline Benz. Pen. 
Promethazine 
Pyrazinamide 
Pyrental 
Pyrimethamine 
Pyrithyldione 
Quinine 

Sodium PAS 
Sulphacetamide 
Sulphadoxin 
Sulphamethiozole 
Sulphamethopyrezine 
Suphaphenazole 
Terbutalin . 
Thiacetazone 
Thioridazine 
Timolol 
Triamcinolone 
Triamterene 
Trifluperazine 
Tripolidone 
Valproic. acid 
Vitamin B6 

Vitamin D 
Xanthinol 

Zinc Bactracin 
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Oxalgin, etc can be price controlled. By removing the price control of 
dapsone and clofazamine, injustice is being done to majority of the poor 
leprosy patients. Cyproheptadine is solely but wrongly promoted as an 
appetite and growth stimulant and by decontrolling the same further 
chance is given to make many more irrational combinations and enhance 
the price. Same is the case with diphenoxylate and loperamide that is 
wrongly used for prevention of diarrhoea. With the decontrol of vitamin 
B12 (hydroxycobalamine/cyanoccobalamine and vitamin B6, the multi- 
nationals will no doubt change their present controlled vitamin B 1 and still 
claim the same indications for the same brand. . 

While decontrolling isorbide dinitrate (Sorbitrate, Isordil, etc) the 
government should have controlled the prices of isosorbide-5-monoitrate 
(Monosorbitrate, Monotrate etc.) that is very costly and is being widely 
promoted and prescribed as anti-anginal. This is a product continuously 
needed by cardiac patients and care should be taken to see that the prices 
do not increase. Aspirin is under first schedule and let us hope that the 
exorbitant price of 50 mg of aspirin (ASA-50 @ SO paise a tablet) is 
reduced. Paracetamol (Crocin, Metacin, etc) is very commonly used and 
is also sold as‘'an OTC (over the trade counter) product. In the Drug Policy 
1994 it is said that as an experimental measure, drugs having adequate 
competition may not be kept under price control and that it this proves 
successful it would have the was for further liberalisation. Paracetamol 
decontrol is one such example and one has to keenly watch how the prices 
move. Another alternative is for the government to fix the ceiling price 
for this product packs. 

There is a likelihood of prices of oral contraceptives like Duoluton, 
Ovral-G, Primovlar 30 etc increasing as norgestril is removed from the 
price controlled list. Epileptics were already at disadvantage when the 
chemists refused to sell phenobarbitone and doctor prescribed other 
costlier products like carbamezapine (Tegretol, Carbatol, etc), phenytoin 
(Dilantin, Eptoin, etc), sodium valproate (Valparin, Eptoin etc), mysoline 
(Primidone, etc). Now excepting carbamezapine all other products do not 
come under price control, and phenobarbitone is decontrolled. Chemists 
will continue to refuse to sell phenobarbitone and thus treatment of 
epilepsy will cost more. 

An antihistaminic cough mixture is-an unnecessary formulation. But 
by decontrolling promethazine, a sedative antihistaminic, prices of 
popular cough mixtures like Phensedyl and Tixylix will go up. Povidone 
iodine was at one time recommended for banning by Drugs Technical 
Advisory Board (DTAB) and now it is decontrolled. 

In the anti-malarial drugs excepting chloroquin, to which widespread 
resistance is reported, and amodiaquin all other drugs like sulphadoxin and 
pyrimethamine (Crydoxin, FM, Malocide, Pyralfin, Rimodar, etc.), qui- 
nine are decontrolled. Glaucoma is a disease of eye characterised by 
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increase in intraocular pressure resulting in atrophy of optic nerve and 
blindness. The available medicines pilocarpine (Bio-miotic, Capro-miotic, 
Pilocar, etc) and timolol (Glucorol, Ocupres, etc) have been decontrolled. 

Patients suffering from depression will be further inconvenienced 
because excepting trimipramine (Surmontil), other drugs like ami-triptyline 
(Amiline, Amitrol, Amixide, Eliwel, Quital, Sarotena, etc.) and imipramine 
(Antidep, Depsol, Depsonil,Prazep, Tancodep, etc.) are price decontrolled, 
whereas all other (clomipramine, amoxapine, doxepine, flupenthixol, 
fluoxetine, lithium carb., nortriptyline, dothiepin, nortriptyline, amineptine, 
mianserin, and trazodone) were never under control. Likewise anxiety 
patients will have to pass sleepless nights it prices of sedatives and 
tranquilizers like chlorpromazine (Chlorprom, Megatil, Neocalm, Trazine, 
Trinicalm, etc); thioridazine (Melozine, Ridazin, Thioril, etc) trifluperazine 
(Gastabid, Tripheasine, etc), go up due to the decontrol. Over 15 other 
anxiolytics were never under price control. 

In the hypnotics not a single product is under price control as 
phenobarbitone has been decontrolled and others like nitrazepam, 
flurazepan, triclofos, secobarbitone, amylobarbitone, etc never were 
under control. 

There was no reason to decontrol the irrational product like xanthinol 
nicotinate (Complamina) which is a cerebral vasodilator of doubtful 
efficacy and which is not found in UK British National Formulary 
or US Physician Desk Reference. Anti-cancer drugs are already 
very costly and excepting mitomycin no other product was price 
controlled. Now even mitomycin is price decontrolled. 

A few years back cimetidine was a wonder drug for stomach ulcers. 
This was soon replaced by famotidine. Now that famotidine has been put 
under price control the newly introduced omeprazol (Lomac, Nulsec, 
Ocid, Omalcer, Omezol, Peptilor, etc) will be vigorously promoted and 
price hiked. 

The Kelkar Committee had suggested higher taxation on irra- 
tional drugs and voluntary health organisations were demanding 
rigorous price control on irrational drugs. But none of these 
demands have been met in the new DPCO 1995 and one has to await the 
Supreme Court decision of the public litigation case filed by Drug Action 
Forum Karnataka, and AIDAN (All India Drug Action Network). 


Wishwas Rane 
Arogya Dakshata Mandal 
2117 Sadashiv, Pune 411 030 
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REVIEWS 


Government Expenditure on Health Care 
Brijesh C Purohit 


Health Care Expenditure by Government in India: 1974-75 to 
1990-91 by K N Reddy and V Selvaraju, Seven Hills Publication; 1994, 
pp x + 196, Rs 275. 


FROM time to time, the area of health financing has attracted the attention 

of various researchers. One of the major themes has been to estimate the 
-amount of expenditure incurred by various partners involved in the 
provision of health care. Even apart from the ambiguity pertaining to the 
proportion of resources spent by the households and the private sector, it 
is also not clear how much is being spent by the different levels of 
governments, though presumably the information should be available in 
the budgets of respective governments. 

The study under review systematically attempts to estimate the 
expenditure of central, state and union territories governments in India. It 
makes a departure from the earlier estimates in terms of definition of health 
care [See Duggal 1989;IIMA 1987; Raoetal 1987; Ravishankar 1989;World 
Bank 1993]. Unlike the other studies which omitted the expenditure on 
either of the items of health care, the present study defines the expenditure 
on health care by the government comprising of (a) medical and public 
health (b) family welfare (c) nutrition (d) water supply and sanitation and 
(e) social security and welfare in respect of child and handicapped care. 
Based on this definition the study presents estimates of the expenditure for 
the years of 1974-75, 1978-79, 1982-83; 1986-87 and 1990-91. The 
estimates are presented in nominal as well as real terms using 1980-81 
prices. 

The study is divided into seven chapters which include discussions on 
conceptual and statistical problems in this estimation, trends in nominal 
and real terms, inter-state variations in per capita health expenditure, 
linkages between plan and non-plan expenditure and priorities and re- 
search issues in health care expenditure. In addition to this the study also 
comprises of three appendices explaining: (a) health concepts used (b) 
basis for apportionment of health expenditure between rural and urban 
sectors and (c) determinants of health status in India. 

The study provides useful and interesting insights pertaining to the 
health expenditure by the governments in India. It is estimated that in 
the year 1990-91, the central, state and union territories spent in total 
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Rs 103,013 million or 2.18 per cent of GDP. In per capita nominal terms 
it was Rs 123 or US $85, which represented an increase of 689 per cent 
from the year 1974-75. The increase in real terms in the same period was 
recorded as 98.28 per cent. In functional classification the study indicates 
that between the years 1974-75 and 1990-91, the share of medical and 
public health has been declining whereas the other components have been 
growing. Thus, during this period the former in the total expenditure came 
down from 62.14 per cent to 48.62 per cent and the components of family 
planning, water supply and sanitat'on, nutrition and child and handicapped 
- welfare increased by 150 per cent 166 per cent 501 per cent and 596 per 
centrespectively. In terms of economic classification, the increasing share 
of salaries (from 39.93 percent to 58.97 per cent) and declining share of 
office expenses (from 4.37 per cent to 2.58 per cent) is depicted. Among 
other components of economic classification almost a constant share of 
machinery and equipment is indicative of the low level of invariant 
investment in capital assets and therefore declining health facilities. 

Further the study points out that among the three types of governments, 
the role of the states in the total expenditure on health has declined from 
83.07 per cent to 81.19 per cent. By contrast the central and union territory 
governments have increased their share from 14.93 per cent to 15.39 per 
cent and 2 per cent to 3.22 per cent respectively. There has been a 
reduction, however, in inter-state disparities in health care expenditure. 
Nonetheless the authors feel that it should not be interpreted as a reduction 
in health status differentials across the states. The linkages between plan 
and non-plan expenditures by means of regression technique has also been 
attempted. However, the exercise is not extended to explore the factors 
which influenced most the plan and non-plan expenditures. 

The other interesting findings of the study relate to allocation of 
resources by programmes and sectors. The study reveals, for instance, that 
the proportion of resources for curative care have been the highest (60.25 
per cent). Preventive care has received only 26.33 per cent and other items 
like miscellaneous and direction and administration have accounted for 
8.53 per cent and 4.88 per cent respectively. The much debated rural-urban 
disparities gets highlighted by means of the estimate of this study. It is 
found, for instance, that of the total expenditure only 33 per cent were 
allocated to rural sector whereas the urban sector got as much 66.96 per 
cent. Even states like Tamil Nadu, Andhra Pradesh and West Bengal with 
a lower percentage of urban population allocated a higher percentage to 
the urban sector. In terms of per capita in 1990-91, these estimates show 
that only Rs 25.90 was spent in rural areas. By contrast, urban areas 
received 5.85 times more (or Rs 151.56 per capita). The study brings out 
thus, the necessary inputs for the health policy makers to re-prioritise 
across rural-urban sectors as well as curative and preventive care. It also 
raises the pertinent question whether such a sectoral bias in the health care 
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is a natural outcome of our planning process or only an error of omission 
owing to lack of appropriate accurate data. In either case, do we intend to 
rectify this bias and if so when, and what could be the best approach? 

The study is revealing and exploratory in nature. Adopting its method- 
ology similar attempts extended to other years which have not been 
covered by the authors may provide further useful inputs for analytical 
studies dealing with the issues of theoretical and empirical interest. It poses 
many questions which could be considered by researchers in health 
financing in India. For instance, what is the amount of resources being 
spent by local bodies and autonomous public sector organisations on 
health? What is the proportion of resources being spent by private sector 
providers, and what is the efficiency of this expenditure in terms of its role 
and impact on the health status of the people? These require further 
attention. With the current status of the data base pertaining to health 
financing, the study is valuable to researchers, policy makers and others 
interested in the area. 
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CORRECTION 


Superscript numbers for the endnotes were inadvertently left out in “Disease, 
Death and Local Administration. Madras City in Early 1890s’, by V R 
Muraleedharan and D Veeraragahavan Endnote | should have appeared on 
page 9, para 1, after sentence ending “...have recieved far less attention’. 
Endnote 2 should have appeared on page 11 at the end of para 2. 

The following quotation on p 15 in the same article was left out: 


medical institution under expert medical supervision. She has an abundant 
supply of clean linen, plenty of nourishing food, and is lodged for a period of 
10 or 15 days... under officers and nurses in constant attendance. The husband 
pays only for the cart to and from the hospital, but saves even feeding charges 
of his wife, the barber women and her fees. The poor man is relieved of all the 
wofries and expenses of a delivery at home[9]. 
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DISCUSSION PAPER 


Cultural Relativism, Ethical Imperialism, 
and Reproductive Rights 


Ruth Macklin 


A LONG-STANDING philosophical debate surrounds the question of 
whether ethics is relative to time and place. One side argues that there is 
no evident source of a universal morality, and that ethical rightness and 
wrongness are products of the cultural and historical milieu from which 
they emanate. Opponents claim that even if a universal set of ethical 
norms has not yet been articulated or agreed upon, ethical relativism is a 
pernicious doctrine that must be rejected. The first group replies that 
the search for universal ethical precepts is a quest for the Holy Grail. 
The second group responds with the telling charge: If ethics were 
relative to time, place, and culture, then what the Nazis did was ‘right’ for 
them, and there is no basis for moral criticism by anyone outside the 
Nazi society. 

Both sides appear to capture a kernel of truth. There is no denying 
that different cultures and historical eras exhibit a variety of moral beliefs 
and practices. The empirical facts revealed by anthropological research 
yield the descriptive thesis known as ‘cultural relativism’. But assuming 
that cultural relativity is an accurate descriptive thesis, whether anything 
follows for normative ethics is an entirely different question. 

In Patterns of Culture, published in 1934, the anthropologist Ruth 
Benedict (1934) stated that “Morality differs in every society, and is a 
convenient term for socially approved habits’’. In this simple statement, 
Benedict makes a subtle shift from a descriptive thesis to a prescriptive 
conclusion. Benedict’s underlying assumption is the view that whatever 
members of a society approve of is right, whatever they disapprove of is 
wrong. But that view is easily rebutted. If morality were simply a 
convenient term that described socially approved habits, the accepted 
medieval practice of torturing criminals, the government-sanctioned insti- 
tution of slavery, and the subjugation of women historically and in various 
parts of the world today, would all have to stand as morally acceptable 
because of societal approval at those times and places. 

If ethical relativism were a logically coherent position, it would not 
only follow that members of.one culture or historical era could never 
criticise on moral grounds the socially approved practices of another time 
or place. Also, there could be no such thing as moral progress. Abolition 
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of slavery could not be seen as a moral victory, but only as political 
change. The prohibition of cruel and unusual punishment could be 
viewed only as a product of the beliefs of the framers of the Bill of 
Rights. Granting social and economic equality to women and to racial, 
ethnic, or religious minorities, thereby overturning centuries of 
injustice, could only be viewed as peculiarities of mid-twentieth century 
political movements. 

If moral beliefs and practices of other cultures and earlier eras cannot 
be criticised or compared from an ethical point of view, the notion of moral 
progress is conceptually incoherent. But it does make sense to be able to 
say that the practices of one time or place are more or less ethically 
acceptable than those of another. If this is a good reason for rejecting 
ethical relativism, on what basis can cross-cultural or trans-historical 
ethical judgments be made? 

One answer was offered by a philosopher, Walter T Stace (1972): In 
order to render cross-cultural judgments about higher or lower degrees of 
moral progress meaningful, we must appeal to some sort of absolutist 
ethical theory. This suggestion has the unfortunate consequence of aban- 
doning the frying pan of ethical relativism for the fire of ethical absolutism. 
Stace characterises ethical relativity as “any ethical position which denies 
that there is a single moral standard which is equally applicable to all men 
at all times” [ Stace 1972:51]. He contends further that any form of ethical 
relativity can be shown equivalent Jo radical subjectivism, which reduces 

ultimately to the position that there is nowhere “to be found a moral 
standard binding upon anybody against his will... Even judgments to the 
effect that one man is morally better than another become meaningless. All 
moral valuation thus vanishes” [ibid: 61]. Stace’s absolutist, on the 
contrary, “believes in moral commands, obedience to which is obligatory 
on all men, whether they know it or not, whatever they feel and whatever 
_ their customs may be” [ibid: 57] (Stace wrote these words in 1937, when 
writers used the term ‘men’ when they really meant ‘people’.) 
Something is amiss if ethical theory allows only these two alternatives: 
an ethical relativism that reduces to radical subjectivism, an ‘anything 
goes’ morality; or an ethical absolutism that posits the existence of moral 
commands obligatory on everyone but neither universally acknowledged 
nor clearly articulated. I think there is an alternative to these two unaccept- 
able philosophical positions. One way of spelling out that alternative lies 
in an analysis of the concept of moral progress. This concept is explicated 
as resting on two basic normative principles, which can serve as criteria for 
judging whether moral progress has occurred [Macklin 1977: 370-82]. 
However, adherence to the principles does not require a prior acceptance’ 
of some particular absolutist ethical theory of ethics. 
The first of these two principles can be termed ‘the principle of 
humaneness’: One culture, society, or historical era exhibits a higher 
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degree of moral progress than another if the first shows greater sensitivity 
to (less tolerance of) the pain and suffering of human beings than does the 
second, as expressed in the laws, customs, institutions, and practices of the 
respective societies or eras [ibid: 371-72]. 

The second principle I call ‘the principle of humanity’: One culture, 
society, or historical era exhibits a higher degree of moral progress than 
another if the first shows more recognition of the inherent dignity, the 
basic autonomy, or the intrinsic worth of human beings than does the 
second, as expressed in the laws, customs, institutions, and practices of 
the respective societies or eras [ibid: 372]. 

The key terms in these two principles are admittedly somewhat vague. 
They denote properties that are hard to measure, such as ‘sensitivity to’ 
or ‘tolerance of pain and suffering,’ and ‘recognition of the dignity, 
autonomy, or the intrinsic worth of human beings’. Despite this vague- 
ness, the application of the principles is based on clear, observable 
evidence drawn from laws, customs, and allowable practices in particular 
societies or historical eras. For example, the prohibition of cruel and 
unusual punishment is a sign of moral progress over earlier eras when 
criminal offenders were tortured on racks or pilloried in public. Arguably, — 
the same prohibition also judges laws mandating punishment of thieves 
by cutting off their hands as morally inferior to non-mutilating sanctions. 
A further indicator of moral progress is found in the arguments given to 
justify enacting laws that protect the health and safety of workers, thereby 
ensuring them protection against sweatshop conditions and the dictates 
of unscrupulous employers. 

It is also clear when one culture or historical era greater respect for the 
inherent dignity, the basic autonomy, or the intrinsic worth of human 
beings. An example is the Bill of Rights, which according to the US 
constitution guarantees people the preservation of their dignity and 
autonomy in the form of certain freedoms-freedom of religion, freedom of 
speech, freedom of assembly, A protection against unreasonable search 
and seizure by the government, etc. Attempts to change laws or social 
institutions in order to enhance human dignity or promote justice and 
equality can be viewed as efforts in the direction of moral progress. Fair 
employment legislation, child labour laws, equal rights amendments, 
judicial decisions aimed at rectifying discriminatory practices all exem- 
plify conscious efforts to ensure the preservation or autonomy and dignity 
of all citizens. To the degree that laws, practices and ethical beliefs 
change in the direction of greater recognition of these human attributes, 
to that extent moral progress has taken place. 

The growing acknowledgment of human rights throughout the world 
provides evidence that certain fundamental ethical principles are now 
recognised as universally valid. As we know too well, there remain some 
individuals in power, along with their military forces, and perhaps a few 
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cultures as a whole, that violate ethical prohibitions against torture, 
maiming, degradation and exploitation. But these instances are not counter- 
examples to the universality of fundamental ethical principles. Instead, 
they represent malevolent, corrupt, inhumane, or insensitive behaviour, 
conduct that violates fundamental ethical precepts rather than being 
ethically valid alternatives. 

A judgment that moral progress has occurred does not entail the proposi- 
tion that human nature has changed. Nor does it mean that there have been 
no lapses or regressions by individuals in power or even by entire societies. 
The Nazi era in general and the behaviour of Nazi doctors, in particular 
[Liften 1986; Proctor 1988], serves to show that despite a general historical 
progression toward greater humaneness and humanity, egregious regres- 
sions and moral backsliding have occurred within this century. ‘Ethnic 
cleansing’ in Bosnia and mutilation and slaughter of peaceful civilians by 
rival ethnic groups in Somalia are more recent examples. 


ETHICAL IMPERIALISM 


Some people from traditional societies express resentment of attempts 
to impose what they take to be peculiarly ‘western’ values on their 
cultures. It is sometimes said that this is a new form of imperialism, | 
termed ‘ethical imperialism.’ It has been a long-standing practice among 
cultural anthropologists to refrain from making value judgments of the 
culture they are studying, and especially to refrain from seeking to bring 
about any changes in cultural and traditional practices. This attitude 
presumes either that there are no universal ethical values, or that even if 
there are such values they should not be imposed on cultures unwilling 
to accept them. From a different perspective, however, it would be 
unethical not to criticise or seek to change practices that can be demon- 
strated to be violations of human rights. 

Views about the natural inferiority of women remain widespread in 
developing countries and are very difficult to change. After I made a 
presentation on reproductive rights to a meeting in Jamaica of the 
Commonwealth Medical Association, I was approached by a young 
physician from the Seychelles. He had received his medical education in 
Czechoslovakia, and commented on the disintegration of society that had 
resulted from granting women equal rights. Encouraging women to work 
outside the home and to receive education equivalent to those of men has 
led to ahigh divorce rate—he said about 50 per cent of the marriages end 
in divorce in Czechoslovakia. This young physician characterised the high 
divorce rate as the disintegration of the family, and hence, the society as 
a whole. Therefore, he argued, granting women reproductive rights, 
among others, is a sure way to undermine traditional cultural values and 
eventually, the culture as a whole. 
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Not surprisingly, this man buttressed his argument with a number of 
highly questionable and unsubstantiated claims about the ‘natural order’ 
of things. Men are naturally superior to women—they are stronger, more 
aggressive, more equipped to lead. Women are naturally weaker, more 
subservient, naturally subordinate. Given the natural order of things it is 
perfectly reasonable to fashion societal norms in a way that reinforces 
nature. He added into this picture that women want men to be superior, to 
lead them, and to take responsibility. “Women want it that way,” he 
argued, so the conclusion is, apparently, that they cannot be wronged by 
such arrangements. 

At a meeting in Bangladesh on reproductive health technologies, one 
participant stated that confidentiality is a western concept and therefore 
may not be applicable in the research setting in Bangladesh. She said that 
it is customary to share medical information with family members, and 
that insisting on confidentiality for the purpose of research would not be 
accepted in Bangladesh. This is only one example of a ‘western’ value 
viewed as alien to non-western cultures. However, as biomedical re- 
search is a global practice, with organisations like the World Health 
Organisation sponsoring research in many developing countries, the 
argument that traditional practices in specific countries should prevail 
rests on a moral error. WHO has published ethical standards to be 
followed by researchers in all parts of the world, confirming the view that 
the ethics of research involving human subject is universal in scope. 

Another commonly cited example is the ethical requirement of 
informed consent. In North America and Europe, it is now an ethical and 
usually also a legal requirement to obtain patients’ informed consent to 
treatment or for the purpose of biomedical research. But for doctors to 
obtain their patients’ informed consent is not widespread in most Asian 
and African countries. The question is therefore posed: Is it ethical 
imperialism for western doctors doing research in collaboration with 
Chinese doctors to require informed consent? If the World Health 
Organisation sponsors research in Africa and requires that African 
researchers obtain informed consent, is that ethical imperialism? 

These standards and procedures are sometimes viewed as narrowly 
‘American’ in scope and content. At a conference sponsored by the World 
Health Organisation in December 1980, the WHO’s ‘Proposed Interna- 
tional Ethical Guidelines for Human Experimentation’ were first present- 
ed. One conference participant from the US described the guidelines as 
“essentially based on American standards of ethical review as well as on 
the international codes” —the Nuremberg Code, the Declaration of Helsinki, 
and the Tokyo Amendment. The participant reported that critics at the 
WHO conference from developing countries objected to ‘ethical imperi- 
alism’. “How far, they wondered, can western countries impose a certain 
concept of human rights? In countries where the common law heritage of 
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individuality, freedom of choice, and human rights do not exist, 
the...guidelines may seem entirely inappropriate”. 

Nigeria provides a number of examples that compel attention to 
cultural and ethical relativism. The plight of women, including young 
girls, is worse in a number of striking respects than that of women in other 
developing countries. For example, genital mutilation is widely practised 
on newborns, infants, adolescents during puberty, and on pregnant 
women and after childbirth. Millions of women throughout Africa have 
been genitally mutilated, and one estimate for Nigeria alone puts the 
prevalence at 50 per cent of all women, totaling more than 30 million. 

Polygyny is prevalent among non-Christian Nigerians, including 
educated people. Most people who practice polygyny are Muslims, many 
of whom simultaneously adhere to one of Nigeria’s traditional religions. 
Men have as many as five wives, sometimes more. Successive wives tend 
to be younger women, adolescents, and even girls as young as eight or 
nine. Families are paid a bride price for their female children and many 
poor Nigerians are eager to receive the money and at the same time have 
one less mouth to feed in the family 

The health consequences for these young women are disastrous. 
Because they are physically immature, they are at high risk in carrying 
the pregnancy. But the greatest risk comes with childbirth. Because of 
their underdeveloped anatomy, many experience obstructed labour. Be- 
cause most Nigerians live in rural areas with no western-trained doctors 
they use traditional healers and traditional birth attendants (TBAs) for 
medical care. A great many of these TBAs are ignorant of human anatomy 
and hygiene, and they employ ritualistic practices such as the ‘gishiri 
cut’—a blind incision in the anterior vaginal wall—to enlarge the passage 
for the emerging infant based on the false belief that obstruction can be 
remedied in that way. The result in some cases is hemorrhage and death. 
In many other cases this incision cuts into the bladder, resulting in a 
permanent condition of leaking urine, known as WF—vesico-vaginal 
fistula. The woman (often a young adolescent) who leaks urine smells and 
her husband throws her out of the house. She goes back to the home of her 
parents, who sometimes accept her but who often also reject her because 
she smells from leaking urine and anyway, they already gave her out in 
marriage. She then turns to the streets and tries to survive by begging and 
prostitution. 

Genital mutilation and early marriage thus pose the classic problem of 
ethical relativism: Is it legitimate for those outside a particularculture to 
criticise traditional beliefs and ways of life? On what grounds can such 
criticism be ethically justified, and is outside ipterference with local 
customs ever permissible? We can begin by making a general statement of 
priorities: The value of protecting life and health should take higher 
priority than traditional customs when these come into conflict. 
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Beyond that, it is useful to distinguish between general ethical prin- 
ciples and particular moral rules that mandate or prohibit specific modes 
of conduct. The former can command wide assent even when dis- 
agreement exists over the latter. Although particular moral rules, such as 
the Ten Commandments in Judeo-Christian religions, may appear to be 
clear and universally applicable, upon closer inspection they are fraught 
with exceptions and open to varying interpretation. A prohibition against 
killing is universal, but the exceptions and areas of dispute show the 
moral rule “Thou shalt not kill” to be entirely empty of content. Is killing 
in self-defense ethically acceptable? Killing in time of war? Any killing 
in wartime or only some instances? What about officially sanctioned 
killing by the state, such as capital punishment for murder, treason, or 
trafficking in drugs? Is the killing of fetuses prohibited by the religious 
commandment or beyond its scope? Moral rules that enjoin particular 
types of behavior are as much in need of interpretation as are general 
ethical principles. 

Although philosophers will continue to debate whether any ethical 
principles are truly universal, it remains true that cultural beliefs and 
practices in some parts of the world depart from the tenets that have come 
to embody respect for human rights in a large part of the modern world. 
Examples in the sphere of reproductive rights of privacy and confiden- 
tiality of sensitive information concerning women’s reproductive health 
practices, and punitive behavior by health professionals toward women 
who seek abortions or suffer complications of abortion. 

If it can be established that genital mutilation is a violation of human 
rights (and I argue that it can), then criticism from outside the cultures 
where it is practised is ethically justified. Just as torture of political 
prisoners can be criticised and condemned from outside the country 
where it is practised, so too can rituals like female genital mutilation. But 
female genital mutilation is an extreme practice, easier to cite as a clear 
case of violating human rights. Where do we draw the line? 

The end of the 20th century is a time when human rights are taken 
seriously. Governments in democratic societies have imposed economic 
sanctions on countries that flagrantly violate human rights. The United 
Nations and other international bodies have put forth declarations and 
treaties defining and seeking to guarantee the protection of human rights. 
Yet there is one arena in which rights remain highly controversial: the 
realm of reproductive rights. 

Since the first World Population Conference, held in Bucharest 1974, 
more than 130 countries signed on to the following statement regarding 
reproductive rights: “All couples and individuals have the basic right to 
decide freely and responsibly the number and spacing of their children and 
to have the information, education and means to do so.” That statement 
was reiterated 10 years later at the Mexico City world population confer- 
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ence, and strengthened even further in 1994 at the International Confer- 
ence on Population and Development in Cairo. 

The claim that reproductive rights are human rights is resisted in 
many countries. Even more problematic, the Vatican has refused to accept 
the very concept of reproductive rights. While preparations for the world 
population conference in Cairo were being mounted, the Roman Catholic 
Church and some Islamic leaders denounced the idea of reproductive 
rights as a ‘peculiarly western notion’, and as an example of the United 
States trying to impose its values on the rest of the world. 

The answers to questions about reproductive rights as human rights 
appear to rest on the answer to a prior question: What is special about 
reproduction? Providing an answer to this question is a key element in 
being able to justify claims about the existence of reproductive rights: The 
right to procreative liberty, the right to decide on the spacing of children, 
the right to decide not to bear a child (i e, carry a pregnancy to term) as well 
as the right to decide when and how many children to have. One recent 
writer offers the following compelling account: 


The moral right of to reproduce is respected because of the centrality of 
reproduction to personal identity, meaning and dignity. This importance makes 
the liberty to procreate an important moral right, both for an ethic of individual 
autonomy and for ethics of community or family that view the purpose of marriage 
and sexual union as the reproduction and rearing of offspring. Because of this 
importance, the right to reproduce is widely recognised as a prima facie moral right 
that cannot be limited except for very good reason [Robertson 1994 30]. 


It follows from this view that reproductive rights are especially 
important rights and therefore, deserve to be classified as a species of 
human rights. In that case, violations of reproductive rights within one 
country could not be ignored by the world community any more than acts 
of torture or the taking of political prisoners can be ignored. 

In Mexico, the question whether reproductive rights should be sub- 
' sumed under the broader heading of human rights came up in discussions 
[had with various groups. Would it be a useful political strategy to employ 
in Seeking to achieve reproductive rights for women? The tentative answer 
given in one discussion was that that manouevre would not result in any 
gain since Roman Catholics place ‘fetal rights’ under the category of 
human rights. Therefore, talk of reproductive rights would not help in the 
attempt to secure a woman’s right to terminate an unwanted pregnancy by 
decriminalising abortion in Mexico. 

In another meeting a rather different problem emerged. One participant 
contended that human rights defense organisations should integrate these 
reproductive issues into their human rights agenda. She cited the tradi- 
tional position of human rights groups—that human rights can only be 
violated by the state, arguing that this idea needs to be changed. Another 
participant said that members of the human rights community are only 
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interested in political prisoners and torture. Even women who serve on the 
Commission for the Defense of Human Rights in Mexico failed to see the 
beating of women by their husbands as a violation of human rights. In the 
words of one staunch critic, this is because “women are not viewed as 
people”. Many Mexican women come to the Commission for their cases 
to be presented, but lawyers for the Commission do not listen and will not 
deal with them. Thus issues such as rape within marriage and violence 
against women within or outside of marriage are rejected by the Commis- 
sion as not constituting human rights violations. 

In March 1994, an international group of ethicists, lawyers, physi- 
cians, women’s health advocates, religious leaders, and social scientists 
participated in a round-table on ethics, population and reproductive 
health preparatory to the Cairo conference. This group produced a 
declaration of ethical principles that they contended are applicable 
throughout the world. To say that they are universally applicable is not 
to predict that these principles will, in fact, be accepted throughout the 
world. The declaration identified three kinds of rights essential for the 
promotion of reproductive health: a) rights to health care and information 
regarding health; b) rights relating to liberty and security of the person; 
and c) rights relating to women’s status and equality in society. 

Like other important social goods, reproductive health can only 
flourish in a climate of respect for human dignity and protection of 
fundamental human rights. These are universal values that deserve to be 
acknowledged and should be adopted throughout the world. Anyone who 
holds that the concept of human rights is meaningful should be prepared 
to extend it to the realm of human reproduction. 
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FACTS AND FIGURES 


Status of Indian Women 
Production and Reproduction 


Asha Vadair 
Sandeep Khanvilkar 


THE health status of women is a reflection of their social status. In order to get a 
clear picture of the health status of Indian women, we need to have reliable data on 
‘mortality, morbidity, nutritional status,problems related to reproduction,access to 
and utilisation of services,etc. Unfortunately, none of these data have been 
adequately collected or documented. Generally, health data for women is confined 
to maternal health statistics and family planning (that is contraception, abortion, 
etc) figures. Even here there have been doubts about their reliability. 

Social status can be assessed by such data as access to food, education, age at 
marriage, ownership of land, employment and work participation, and the exist- 
ence of enabling enactments relating to public welfare. Even here the range and 
spread of data is such that they cannot all be accessed. For instance, it is only 
recently that employment or work participation data on women have been 
seperately collected. What we have tried to do here is to put together data to give 
a glimpse of the poor and deteriorating status of women. We also hope to draw . 
attention to the lacunae in health dataon women and the problems of gathering such 
data as exists from diverse sources. There is clearly an urgent need to create an an 
easily accessible and comprehensive data base on women’s health. 


HIGHLIGHTS OF TABLES 


Work Participation Rates: Between 1911 and 1961 food, beverages and 
tobacco, textiles, wood and wood products and ceramics accounted far over 90 per 
cent Of women’s employment in manufacturing (Table 1). Since then, two notable 
developments heve occurred in this regard: a 5 per cent drop in their combined 
share and the emergence of some new industries. In the miscellaneous group and 
in chemicals, metallurgical and engineering group are important employers of 
~ women. Today female employment has grown in rubber, plastics, petroleum and 
coal. Among the 20 non-agricultural industrial categories which employ the most 
women, the number of women employed exceeds that of men in only one sector: 
manufacture of beverages; tobacco and tobacco products mainly due to predomi- 
nance of females in the bidi industry. Categories in which women form a large but 
not dominant portion of the work force are: Tea plantation (42 per cent); manu- 
facture of wooden and cane boxes (48 per cent) and laundry services (35 per cent) 
(Table 2). Indeed even when women work for larger formal sector firms they 
themselves often remain in the informal sector, ie as casual workers or under the 
putting out system. 

Mean Age at Marriage(MAM): The age at marriage of a population influences 
patterns of fertility because it determines the length of the ‘effective’ reproductive 
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span. The mean age at marriage for girls increases with education.At matriculate 
level the mean age at marriage exceeds the currently prescribed minimum marriage 
age of 18 on both rural and urban areas (Table 3). 

Age Specific Marital Fertility (ASMFR):The social pressure on young married 
girls to prove their fertility is reflected in their age-specific-marital fertility rates 
(ASMER). In Table 4 in 1978 among 15-19 age group, the ASMFR was 175.2 in 
rural areas and 197.2 in urban areas (ie birth occured in 1978 17.5 per cent of 
married in the age group 15-19 were in rural areas and 19.7 per cent were in urban 
areas). 

Maternal Health: A significant proportion of these deaths are attributed to poor 
birth practices. In 1987, deaths related to pregnancy and child-birth accounted for 
13.2 deaths among rural women aged 15-45 years and for 14 of those in the 15-24 
year age group who are most at risk of maternal mortality. 

The common causes of mortality are mainly associated with malnutrition, 
viz,anaemia. Other major causes such as toxaemia and septicemia reflect the 
inadequate health care facilities available to women during ante-natal care; 
infranatal and post-natal care,also the fact that over 80 per cent of all births take 
place at home without any kind of trained medical attention (Table 5). 

Only half a million pregnancy terminations were performed through the health 
services in the year 1987-88, which is 9 per cent of the total abortion induced during 
the same period (Table 13). ; 

Utilisation of Services: A survey conducted by NSS, 42nd Round, showed that 
about 81 per cent of births in rural and nearly 47 per cent in urban areas takes place 
at home. Of these 33 per cent rural and 26 per cent in urban India are unattended. 

Table 7 shows that for both prenatal and postnatal care, public hospitals areused 
more than the private hospitals. In urban areas women prefer to go to public 
hospitals for both prenatal and postnatal services. There is not much difference in 
health utilisation patterns between sexes, although females tend to use private 
health facilities more, perhaps because of the inaccessability of the public health 
services. 

Family Planning: As expected, women are most familiar with female sterilisation 
closely followed by male sterilisation. Women are almost equally familiar with the © 
other three modern spacing method ( pills, IUDs and condoms) which contribute 
to 60 per cent of these (Table 9). 

Table 10 shows that the public sector which comprises of government/ 
municipal hospitals and PHCs and other government health facilities contribute as 
much as 79 per cent. On the other hand, the private medical sector including private 
hospitals, clinics,private doctors and chemists supply only 15 percent of users. The 
blend of public and private sources varies according to the method of contracep- 
tion. In rural areas the usage of public sector is more predominant than in urban 
areas especially for sterilisation services. 


Note 


National Family Health Survey (NFHS):The survey covered 24 states and the 
national capital territory of Delhi , comprising 99 per cent of the total population 
of India. In all 89,777 ever married women age 13-49 and 88,562 household were 
- covered using uniform questionnaire. The data collection was carried out on a 
state-by-state basis during April 1992 to September 1993. 
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TABLE 1: PERCENTAGE DISTRIBUTION OF FEMALE WORKERS 
IN MANUFACTURING INDUSTRIES 


1911 193] 1961 198] 


Food and Beverages and Tobacco S213 26.87 23.86>2/°33.Al 
Textiles 41.70 46.48 49.49 32.30 
Wood and wood products 8.92 9.76 11.98 10.27 
Paper and Printing 0.03 0.02 0.23 0.85 
Leather and leather products 4.63 3.98 Bo | 0.56 
Chemicals 3.01 2.00 6.11 8.69 
Ceramics 8.91 8.15 5.24 9.68 
Miscellaneous 0.87 1.34 1.58 4.33 


Note: Rural and Urban Sectors Combined. 
Source: Census of India, Vol I, 1961 I and 1981. 


TABLE 2: FEMALE WORKFORCE 


As per cent of Total 


1 Education 27.08 
2 Manufacture of Bidi $527 
3. Domestic Services» 46.94 
4 Medical Care/Health 27.47 
5 Manufacture of Wooden Products 39.93 
6 Weaving and Finishing of Textiles 21.18 
7 Service: NCC 12.82 
8 Laundries 34.67 
9. Tea 47.86 
10 | Cotton spinning 15.50 
11 Manufacture of All Types 10.94 
12. Cattle and Goat Breeding : 14.17 
13. Vegetables and Fruits 15.14 
14. Public Services (ST) 4.30 
15 Manufacture of Earthernware 21.25 
16 Repairing Enterprises 13.06 
17. Grain and Grocery 4.72 
18 Manufacture of Food Products 23.46 
19 Manufacture of Stucturals 24.12 
20 Public Services (local) 10.86 
21 Sanitation 29.13 
22 #@Coffee 42.39 


Source: Poverty in India, World Bank country study. 


TABLE 3 MEAN AGE AT MARRIAGE:, 1981 


Rural Urban 
All 16.5 17.6 
Illiterate — 16.3 16.8 
Literate: Primary School 17.1 17.4 
Middle School 17.8 18.1 
Matriculates 19.3 19.8 
Graduates 21.5 21.9 


Source: Census of India 1981 Series I, India, Part II. 
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TABLE 4: AGE-SPECIFIC MARITAL FERTILITY RATES, 1978 


Age Group Rual Urban 
15-19 175.2 197.2 
20-24 270.7 278.4 
25-29 243.4 204.2 
30-34 181.5 123.9 
35-39 122.8 73.4 
40-44 . 62.0 28.3 
45-49 26.5 10.5 


Source: Survey Report on Levels; Trends and Differentials in Fertility, 1979. 


TABLE 5: PERCENTAGE DISTRIBUTION OF DEATHS BY CAUSES RELATED TO CHILD- 
BIRTH AND PREGNANCY, 1981-1987. 


Specific Cause: 1981 1982 1983 1984 1985 1986 1987 
Abortion 13.7. 10.4 210.7 108° 13" BO TS 
Toxaemia SO 128 212 aes 6.7119, 64 
Anaemia 17.7 244) 189 23.3 +.°23.1--170:, 498 
Bleeding of Pregnancy 

and Puerperium 23:4" 26.2%: 235. ARS 159: 215. - 279 
Malposition of 

Child Leading to 

Death of Mother 92-712 8.3: 6.2 Ted <- B23 IOS 
Puerperium Sepsis 13.1 8.3 16 10.8: ..13:9. 13.1: 16.7 
Not classifiable 14:9 11.32 146 193. 21i23o 2225188 
Total 100 100 100 100 100 100 100 


Sample size 175. 168 206 176 208 176 NA 
Source: Survey of Causes of Death (Rural) 1984 and 1987. 


TABLE’6: DISTRIBUTION OF DEATHS DURING PREGNANCY 


_ Age group 15-24 25-34 35-44 All 
Abortion 40.0 46.6 13.4 100 
Toxaemia 46.2 46.2 7.6 100 
Anaemia 31.4 31.4 37.2 100 
Bleeding in Pregnancy 43.6 47,3 9.1 100 
Malposition of foetus 35.0 3310. 30.0 100. 
Puerperal Sepsis 23.8 61.9 14.3 100 
Not classifiable 29:9 57.9 Lz, 100 


Source: Survey of Causes of Deaths (Rural), 1987. 
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TABLE 7: MOTHERS REGISTERED FOR PRE-NATAL CARE 


Percentage of Mothers Registered 
Public Hospital 
PHC 
Public Dispensary 
Private Hospital 
Nursing Home. 
Charitable Institution 
Private Doctors 
Lady Health Visitor 
Others 

Total 


vy 


Pre Natal 
Rural Urban 
21.15 46.83 
25.42 50.33 
11.01 3.92 

0.60 0.68 
20.71 22.81 
1.09 7.45 
0.45 1.10 
10.75 Tae 
24.51 4.09 
172 0.79 
100.00 100.00 


(Per cent) 
Post Natal 

Rural Urban 
12.60 23.76 
20.51 39.37 
10.44 3.30 
1.16 0.53 
16.44 22.95 
0.92 7.68 
0.34 0.73 
9.97 9.88 
91.85 4.40 
1.71 1.92 
100.00 100.00 


TABLE 8: KNOWLEDGE OF CONTRACEPTIVE Metuops, INpIA 1992-92 


(Per cent) 
Contraceptive Method Rural Urban Total 
Any method 94.7 98.7 95.8 
Any Modern Method 94.5 98.6 95.5 
Any Modern Temp Method 70.7 91:2 76.1 
Pill - 59.4 85.5 66.2 
IUD 52.9 83.1 60.8 
Condom 30.2 80.2 58.1 
Female Sterilisation 93.5 97.7 94.6 
Male Sterilization 82.1 91.1 84.5 
Any Traditional Method 36.0 48.8 39.3 
Periodic Abstinence 31.7 44.0 34.9 
Withdrawal! 17.8 26.4 20.1 
TABLE 9: EvER USE OF CONTRACEPTION ~ 
(Per cent) 

Contraceptive Method Rural Urban Total 
Any method 42.5 59.4 46.9 
Any Modern Method <i Bi | 43.9 41.5 
Any Modern Temp Method 9.9 26.5 14.2 
Pill 4.1 8.7 a 
IUD 3.2 10.5 5.1 
Condom 4.6 14.3 ed 
Female Sterilisation 26.3 30.4 Zi 
Male Sterilisation Bi 3.4 
Any Traditional Method 10.5 14.6 8.6 
Withdrawal 4.8 7.0 5.4 
Other Methods 0.7 1.0 0.8 
166 - 
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TABLE 10: SouRCE OF SUPPLY OF CONTRACEPTIVES 


Category Rural Urban Total 
Public Sector 87.0 62.4 79.0 


Private Medical Sector 9.6 ; 26.3 15.0 
Other 2.9 10.4 5.4 
Don't Know 0.1 0.4 0.2 
NR p 0.4 0.4 0.4 
Total 100.0 100.0 100.0 


‘Source: Tables 7- 10 NFHS. : 
TABLE 11: COUPLES EVER STERILISED BY FRACTILE GROUP 


(Per cent) 
: Ever Sterilised Sterilised during Received FP 
last year Services 


‘Rural Urban Rural Urban Rural Urban 
Illiterate 17:92 =~ 30.71 1.62 1.90 Rees Bl AT aed pf 


Literate but Below 24.81 28.25 1.86 1.66 4:59: 76:55 
Primary 

Primary but Below 27.44 31.03 2.07 tl 6.48 10.48 
Secondary 

Secondary and Above 24.07 26.65 |e 1.30 9:90 17209 


Source: Sarvekshana, NSS 52nd Round, Vol XVI, No 1, July-September 1992, 
NSSO Department of Statistics Ministry of Planning, GOI, pg- s-6. 


TABLE 13: LEGAL ABORTIONS 


Number of — PercentIncreasin Number of Average No 
Approved Institutions Over MTPsDone _ of MTPs per 


Year Institutions Previous Year Institutions 
1972-76 1,877 - 3,81,111 _ 
1976-77 2,149 - 2,78,870 130 
1977-78 2,746 27.8 2,41,049 90 
1978-79 2,765 0.7 3; LT, 32e 115 
1979-80 2,942 6.4 3,60,838 123 
1980-81 3,294 12.0 3,88,405 118 
1981-82 3,908 18.6 4.33,527 11? 
1982-83 4,170 6.7 5,16,142 134 
1983-84 4,553 9.2 5,47,323 120 

~ 1984-85 4,921 8.1 5311951 Ee 
1985-86 5,528 12.3 5,83,704 106 
1986-87 5,820 5 5,88,406 101 
1987-88 6,126 5.3 5,84,870 96 
1988-89 6,291 Dah 5,82,161 93 
1989-90 6,681 6.2 5,96,357 89 
1990-91* 6,859 pie | 5,80,744 85 
Totals 75,65,170 
*Provisional. ; 


Source: Family Welfare Year Book, 1991-92, Government of India, New Delhi, 1992. 
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LETTERS TO EDITOR 


Roots of Research? 


MRIDULA RAMANNA’s article (VollI:2) is an interesting account of 
the entry of Indian elite into medical education. Itis such narratives which 
give us a picture ofwho practised modern medicine in the colonial years 
and how it took roots. It is also interesting to note that native medical 
graduates also took a keen interest in research and participated through 
the research society in what may be called epidemiological investiga- 
tions. One hopes that a more in-depth study on these research studies 
will be undertaken. 


Madras Rajnish P 


Evolving Demands 


We found the charter of demands on family planning programme 
adopted by the Chengalpattu women (VollI:1) very useful. Even if 
one may not adopt all its components, it is something of a guideline 
for similar documents to be evolved. Can we not, at the forthcoming 
meeting of either the Indian Womens Studies Conference at Jaipur 
or the medico friend circle’s annual meeting, on ethics, put forward 
and universalise a charter of demands similar to this on all aspects 
of health programmes? 


Trivandrum Seema and Aruna Gopal 


Subscription Rates 
Inland 
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Foreign (In US $) 


Asia(excluding Japan) All other countries 
Africa and Latin America 


one year two years one year 
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Remittances may be by cheque or draft and may be made out to Radical 
Journal of Health. Please add Rs 20 for outstation cheques. Subscriptions 
rates are per volume and will begin with the first issue of the volume. 
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Market Reforms in Health Care 


Introducing ‘transparency’ in the matter of fees chargeable hy 
doctors is an attempt at regulating the health market, not at making 
care more accessible to those who cannot afford to pay. 


THE Committee on Subordinate Legislation dealing with the rules and 
regulations under the Medical Council Act, 1956, presented its 30th 
report to the upper house of parliament on December 9, 1994. In some 
of its observations, the report .is also an indictment of functioning of 
the medical profession and its legally constituted self-regulatory bodies, » 
the Indian and state medical councils. 

Interestingly and contrary to the short lived news and debates it 
generated, this report neither shows concern for the high fees charged 
by doctors nor for the high cost of health care. The term price control, 
in fact does not appear anywhere in their report. The parliamentarians 
were actually driven by their commitment to neo-liberal market 
economics. Their concern was for the market failure in health care. 
After implicitly accepting that the market driven health care was a 
dominant mode of providing health care in our country and without 
bothering about the need to find an alternative, they endeavoured to 
make the doctor-patient transaction at the market place ‘transparent’. 
During the sittings of the committee, “the chairman (sic) made it very 
clear that what the Committee wanted was transparency of fee and not 
regulation of fee”. The report acknowledges that the present code of 
medical ethics stipulates that the remuneration for services rendered 
by doctor should be specifically announced to the patient at the time 
the service is rendered. However, it finds this inadequate simply 
because the patient would not have prior information of the fee of the 
doctor. For them, the neo-liberal economic criteria for sovereign 
consumer are not fulfilled by the present code of ethics. Thus, the 
report says that there should be some means “by which the patient 
could learn in advance the fee charged by all or most of the physicians 
of the type required by him, in which case he would be able to select 
the physician whose fee will suit him (sic). It would also enable him 
to know what services are included in the fee charged and to compare 
the fee to be paid to a doctor with what others charge for similar 
services.” 

The recommendations of the committee obviously flow from the 
same premises. It refused to accept the weak protest put up by the 
representatives of the Medical Council that making known the ser- 
vices offered and their prices by doctors would amount to advertise- 
ment which the present code of ethics prohibits. The committee 
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eliminated this very ground of protest by recommending suitable 
amendment in the code of medical ethics. It also asserted that “a directory 
containing all details of the physicians and their charges should be 
published by the Medical Council of India.” Further, it suggested that “the 
Medical Council should make it compulsory for the doctors in private 
practice to notify their fees to the Medical Council which should include 
the standard charges for various services, operations etc.” 

Though the report talks about people, it’s focus is the paying con- 
sumer. In fact it gives hardly any space to the health care consumer who 
cannot pay. Offering little to consumers who use free services in the 
government health centres. The significance of these recommendations 
go beyond the Medical Council Act which was the subject of this 
committee. Being a committee of politicians drawn from various parties. 
it reflects a trend in political thinking. That is, in the coming time there 
will be less talk about strengthening the primary health centre network for 
rural areas for providing medical care or curative care. Medical care even 
in rural areas would be left to the private sector. Clearly, the observations 
and recommendations of the committee are meant to strengthen the 
private sector and the market in health care whose credibility has taken 
severe beating in last few years. The idea is to restore credibtlity by 
injecting transparency in the market place transactions and at the same 
time blunt the emerging demand for the control of price and cost of health 
care. The wider national-level shift in policy necessarily leads to the 
withdrawal from the commitment to the public sector health services and 
to some attempts at putting the private health sector house in order. This 
report is a reflection of such emerging change in the stated policy. 

Can one really oppose these and other suggestions of ‘transparency’ 
and ‘abolition’ of corruption in the market place transactions in health or 
other fields? The political impetus today is to ensure clean, competitive 
_and corruption-free business environment. The suggestion of ‘transpar- 
ency’ is necessarily tagged with the idea of providing information to the 
consumer, as in this case the committee has suggested that patient should 
know in advance the doctor’s fee and the price of various services offered 
by him or her. This has been a long standing demand of the consumer 
groups in the country. They would find it difficult not to support such 
suggestion. After all, when one has no alternative but to buy health care. 
itis always good to have a market where one can make a ‘rational choice’. 
Secondly, once the principle of providing information to consumers is 
accepted, more demands for information on other aspects of health can 
be made. 

While it is true that demand for information on the services provided 
and about the way services are managed remain valid irrespective of the 
way health care is organised (private, nationalised or in-between), there 
are absolute limits on the amount and content of information actually 
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given by doctors and understood by the patients in the market based 
organisation of health care services. ? 

In the US, for instance, ‘information’ and ‘choices’ are considered 
essential elements of medical care transaction. Consumer groups are 
strong and the courts and the juries sympathetic to the litigants. Hospital 
prices and services are given ratings by the consumer groups and the data 
on the outcome of various types of treatment provided by hospitals not so 
difficult for the consumers to have. The codes of medical ethics are also 
modified to allow a certain amount of advertisement, to institutionalise 
peer review for assessing competency of doctors, and so on. Yet, is it 
possible for the US health system to claim that the consumers are making 
rational choices, the access to services is universal, the fee and price of 
service reasonable and the health status of people and the quality of care 
provided commensurate to the health care expenditure made by that 
country? The answer is, a definite no. The US perhaps tops in the 
provision of unnecessary investigations, medications and surgeries. The 
health industry takes care to ensure that more and more aspects of 
people’s lives are medicalised to increase demand. Though the health 
expenditure of the US is the highest in the world, the health status of its 
people is not. There is no universal access to health care and millions of 
US citizens do not have full health insurance coverage. And finally, the 
people have absolutely no control over the management of health ser- 
vices, the area tightly guarded by the corporations owning the system and 
professionals running it. 

In this situation, what should be the choice for health care reform 
best suited to our country? When the committee stated that what it 
“wanted was transparency of fee and not regulation of fee’, it made a 
choice — to take a path in the direction the US health system. But 
within the capitalist economic system, the US way is not the only 
historical example available for people-friendly reforms in health care 
services. Developed countries which have opted for, through national 
health insurance, progressive taxation, partial nationalisation or strong 
regulations, a health care system providing universal access and high 
quality of care, are no less capitalist economies and they have not 
completely abolished market in health care. Thus, within the market 
economic framework for evolving appropriate regulatory mechanism 
in health care, the country will have to choose between the principle 
‘transparency in business’ and ‘universal access.’ 


—Amar Jesani 


Have you renewed your subscription to RJH for 1996? 
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Growing Exports, Sick Workers 


The drive to expand export industries paying scant attention to 
health and safety regulations is adding the burden of occupational 
illnesses on those whose health status is already low. 


THE East Asian Miracle, according to market-friendly assessments of 
these countries, is premised largely on an ‘outward-looking’, “export- 
oriented’ industrialisation. East Asia has now become a model for most 
developing economies that have of late, gone in for World Bank-assisted 
- structural adjustment programmes, India being one of them. India’s 
overall dismal record has been blamed largely on its ‘inward-looking’, 
‘import-substitution’ policies underlying its development programme. 
Beginning from the middle of 1980s and particularly since 1991, the 
finance minister has ushered in a whole host of policies, ostensibly to 
emulate East Aisa. But here the comparison ends. 

An important component of the Indian liberalisatoin package is the 
drive to increase export earnings through increases in both the quantum 
of exports and value addition of the goods exported. The focus of the 
Indian export thrust (officially and/or otherwise) (generally) only 
emphasises the following points: (a) The need to diversify the export- 
basket and also go in progressively for the export of more sophisticated 
hi-tech products. (b) Even when it is realised that the bulk of our exports 
come from the informal sector, the only point that is discussed is the fact 
that the Indian share (of these goods) in the international market has been 
decreasing. Hence, the only policy conclusion is that there is need to 
increase our share in the international market. 

What does not get emphasised in such discussions is the following: (a) 
That after 45 years, almost between 55 to 60 per cent of total earnings are 
made up by commodities manufactured largely in the informal sector (see 
Table). These include leather and leather goods, gems and jewellery, 
handicrafts and readymade garments. 


TABLE: VALUE OF Exports ; 
(Per cent) 


Manufacturing Leather and leather products, 

as Per Cent of gems and jewellery, handicrafts 

Total Exports and readymade garments 
1990-9] 72.91 53.37 75.94 
1991-92 74.23 53.70 72.34 
1992-93 76.00 56.78 74.65 
1993-94 75.56 56.88 75.29 


Source: Compiled from Economic Survey 1994-95. 
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(b) That many of the large business houses that have become active on 
the export front are in fact mere export agents. For example, Ponds, 
Hindustan Lever, Wipro to name a few, export leather goods, which is not 
related to the main line of manufacturing activities of these business 
houses. If at all, they get the finished leather done by job-workers 
(contractors) and get them converted into leather products. 

(c) The ‘export-or-perish’ policy of the government, the increasing 
(because of ease of) entry of business houses into the export of these 
products of the informal sector, has severe repercussions for those 
employed in these industries. Unfortunately, very rarely do discussions of 
export growth (and emphasis on increasing exports) really get down to 
fleshing out the implications of, say, an increase in exports by 15 percent, 
on those working in different segments of these industries. 

The quality of leather products has a lot to do with the quality of 
tanning — the most polluting, hazardous but the most labour intensive 
component of the leather industry. Leather industry as such consists of 
three different segments, namely, leather tanning, leather finishing and 
leather products. The first two segments, that is, tanning and finishing, are 
totally banned in developed countries, on account of environmental 
pollution and occupational hazards. The third segment, namely leather 
products is concentrated in East Asian countries mainly because, these 
countries have a cost advantage because of their relatively cheap labour. 

Leather industry has been designated as a ‘hazardous industry’ under 
the Factories Act; leather tanning, particularly is a high-rixk industry for 
the workers. The industry also has become chemical-intensive with 
nearly 225 different chemicals being used in various processes of the 
industry. Of these, quite a few are toxic like sodium sulfide, sulfuric acid, 
formic acid, acetic acid, ammonia, chromium, formaldehyde, etc. Pro- 
longed contact with these chemicals leads to dermatitis; conjunctivitis; 
nervous disorder; itching of skin, throat, mucous membrane; chest pain; 
ulcer; breathing problem; asthma; bronchitis; fissures in finger, toe, 
mouth and nose; frequent fever; headache upset stomach, etc. Some of 
these chemicals, if inhaled can be fatal. 

Apart from chemical hazards, there are also other hazards prevalent in 
this industry. Handling of raw hides/skins frequently causes anthrax 
which can turn out to be fatal. Secondly, wet and greasy floors in tanning 
industries cause accidents - workers falling into lime pits, between 
machines, drums, etc is not uncommon; thirdly, moving when the 
machine is in motion causes ‘caught between’ hazards. The non-use of 
sensors while machines are in motion inflicts bruises, scrapes, crushing, 
abrasions and/or amputations; fourthly, both rotating wooden drums as 
- well as other machines make excessive noise - each of these make more 
than 90 decibles (dBA) which is the maximum standard a normal person 
can tolerate. This excessive noise can cause permanent hearing damage; 
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fifthly, improper handling of hand tools leads to callosities of hand and 
finger. Last but not least, unfenced pits and machine, and spillage of 
chemicals are a constant risk to workers. 

It has been noted that the accident and illness rate is five times higher 
in tanneries than the average for all other industries; it has also been 
estimated that on an average every year, one in five tannery workers will 
be a victim of work related injury or illness. Hazards have increased with 
improvements in techniques of production. The brunt of these hazards is 
borne primarily by workers. It needs to be mentioned that there is 
concentration of women workers in the most polluting processes of the 
tanning industry. Specific problems faced by women workers are men- 
strual disorder, dysmenorrhoea, miscarriage, still birth and prolapse of 
uterus, etc. This is one industry where increasing (export) production is 
accompanied by increasing risk to workers. 

Like the leather industry, the gem and jewellery, handicrafts, and the 
readymade garments industry are also largely in the informal sector. 
Statistics show that four-fifths of the working population in these indus- 
tries is constituted by women. They are mostly casual labourers and hence 
have no choice but to accept the most polluting and hazardous jobs. The 
working conditions in gems, readymade garments and leather products 
industries are dismal; the workers are cramped in ill-ventilated spaces; 
further, strict supervision in these places to increase production gives no 
space for rest. The heat and humidity in the work spot leads to drowsiness 
and fainting. 

Almost the only way the Indian government deals with occupational 
health is through the legal mechanism. There have been a series of labour 
laws aimed at ameliorating the conditions of labour. There are many 
lacunae in these laws which show that they are far from adequate. 
However, even the few legislations enacted in the name of safeguarding 
workers do not cover the casual and contract workers, who form the bulk 
of the labour iorce as far as the informal sector is concerned. It is precisely 
these categories of workers who work in unhealthy environments and are 
engaged in dangerous processes. Thus, those who are in great need of 
protection from dangerous occupations and unhealthy work environ- 
ments are the least touched by any form of regulation. 


—Millie Nihila 
Padmini Swaminathan 


Apology to Readers 


This issue has been delayed due to unavoidable circumstances. 
We regret the inconvenience caused. 
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Public Health Budgets: Recent Trends 
Ravi Duggal 


Since the 1980s, India’s debt burden and interest payments have. 
galloped at a rapid rate. This state of the economy has had its 
bearing on state spending, with the social sector being affected 
the worst. While the states’ share in health spending has increased, the 
centre’s has declined. The breakdown of central assistance to states 
is acutely felt in the deterioration of the centrally-sponsored 
programmes. Since these are mostly of a preventive and promotive 
nature, they have a telling effect on the health status of the people. 


THE state committment to provide health care for its citizens is reflected 
not only in the inadequacy of the health infrastructure and the low levels 
of financing but also in the declining support to various health care 
demands of the people, and especially since early 80s when the process 
of liberalisation and opening up of the Indian economy to world markets 
began. This is evident from the data in Table 1. 

Medical care (hospitals and dispensaries) and control of communi- 
cable diseases are crucial areas of concern both in terms of what people 
demand as priority areas of health care as well as what existing socioeco- 
nomic conditions demand. As with overall public health spending both 
_ these programmes also show declining trends in fiscal allocations in the 
1980s and 90s. In fact in the case of disease programmes this decline is 
surprising because of the large foreign assistance for AIDS and blindness. 
control — this then means that other crucial diseases like tuberculosis, 
malaria, leprosy, diarroheal diseases, ARI, etc are being further neglec- 
ted. This increasing disinterest of the state in allocating resources for the 
health sector is also reflected in investment expenditure — there has been 
a very large decline in capital expenditures during the 1990s. Further, 
when we look at the growth rate of health expenditures we also see a 
declining trend and if we correct this absolute growth rate for inflation we 
even get a large negative growth for the most recent years. 

When we look at these same ratios across states not one state 
government shows a significant trend different from the overall trends 
[see Duggal et al 1995]. This only goes to show how strongly the central 
government influences the states’ financing decisions even in a sector 
where the constitutional responsibility is vested with the state 
governments and the centres grants are only about 10 per cent of state 
government spending. This ‘united action’ has been possible because 
health care policy-making and planning is largely done at the level of the 
central government and hence the latter can use arm-twisting tactics. This 
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structure of planning reduces any initiative that a state government may 
want to take for reallocating resources to favour the demands of people 
for health care. The result is that people do not get satisfactory services 
from the public system and hence get discouraged to use it. 

Low levels of public spending for health and low levels of utilisation 
of public health services are closely linked. The 1987 NSSO survey on 
utilisation of health care facilities revealed that for outpatient care public 
services were utilised for only 26 per cent of the cases. But it also reveals 
that states with a higher per capita public health expenditure had better 
rates of public facility use. Further, states having a weak penetration of the 
private health sector had very high public health facility utilisation 
[NSSO 1987]. Similar trends have also been found in studies done 
byNational Council of Applied Economic Research (NCAER),the Na- 
tional Institute of Health and Family Welfare( NIHFW),the Foundation 
for Research in Community Health (FRCH) and others [see Berman et al 
1992; World Bank 1994]. However, for hospital care the use of public 
hospitals is as yet higher but that is because 70 per cent hospital beds are 
in the public domain. But with 80 per cent of hospitals being in urban 
areas the rural residents, who constitute 3/4ths of the population, have 
tremendous difficulties in obtaining such care. 

During the 1980s the state did put in genuine efforts at expansion of the 
rural health infrastructure (even though for strengthening the outreach of 
family planning), but it is precisely during this period, as we have seen 


TABLE 1 : SELECTED PuBLIC HEALTH EXPENDITURE RATIOS 1981 - 1995 


Year 1980- 1985- 1991- 1992- 1993- 1994- 
81 86 92 93 94 95 


Health expenditure as per cent | 

of total govt. expenditure Cw! aia 8 gmp ia by bays dino See tg | 2.63 
Expenditure on medical care 

as per cent of total health 

expenditure 43.30 37.82. 26,78. 27.06)° 2046. *2aive 
Expenditure on disease 

programme as per cent of 

total health expenditure 12.96 11.69. 10.59 10.84 10.41 re? | 
Capital expenditure as per cent 

of total health expenditure S152 9.25). S843) 4 Zee 4.46 
Absolute annual per capita 

growth rate of health 


expenditure in per cent 15 21 1] 13 17 7 
Total Health 
Expenditure(Rs bn) Hibs. 27S 2a O20 = 7 1s 2 ee 


Source: Duggal R, Nandraj S and Vadair A ‘CEHAT Database-Special Statis- 
tics: Health Expenditure Across States-Part I’, Economic And Political 
Weekly, 30:15, April 15, 1995 
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above, that there was a declining trend in public spending on health care. 
This same period also witnessed a massive growth rate of expansion 
of the private health sector [Jesani et al 1993]. The database of the NI IPFP 
shows that real growth rates of public health spending have declined 
rapidly during the 1980s, and more so for central government spending 
(Table 2). 

Since the 1980s India’s debt burden and interest payments have 
galloped at a rapid rate. It is this state of the economy which has had 
its bearing on state spending and social sector are the first to get the 
axe. Under structural adjustment since 1991 there has been further 
compression in government spending in an effort to bring down the 
fiscal deficit to the desired level. The GOI budget expenditures have 
declined from 19.8per cent of the GDP in 1990-91 to 16.58per cent in 
1993-94. This compression again has been more severe for the central 
health sector. The NIPFP database gives evidence for this compres- 
sion that has taken place over the last decade. It shows that the states’ 
share in health expenditures has increased and that of the centre 
declined drastically. Further, the breakdown of central assistance to 
states reveal that central programmes or centrally sponsored schemes 
are the most severely affected. And since most of the centrally funded 
programmes are of a preventive and promotive nature a decline of 
spending on these programmes means serious consequences for the 
health of the nation, especially given the fact that the private sector has 
_ no interest in preventive and promotive care (Tables 3 and 4). 

Another serious problem in public health spending is the large and 
increasing proportion of the expenditure on salaries. This in part 
explains the poor utilisation of public health services because non- 
salary components like medicines, fuel, equipments, etc are inad- 
equately funded. The NIPFP database shows that commodity pur- 
chases declined steadily from 29 per cent of total expenditure in 1978 
to 22 per cent in 1988 as did capital expenditures from 9 per cent to 7 
per cent. It also revealed that real growth rates in salary expenditures 
during that period was 9.8 per cent and that of commodities was 5.3 
per cent [Tulasidhar 1992]. NCAER also found in a district and 
municipal level study in four states that non-salary inputs ranged 


TABLE 2 : REAL GROWTH RATE (PER CENT) IN HEALTH CARE EXPENDITURE 


1974-1982 1982-1989 
Major States (15) i be 8.42 
Central Government P13 3.44 
Centre + States 10.03 8.22 


Source: Tulsidhar, V B, State’s Financing of Health Care in India: Some Recent 
Trends, NIPFP 1992. 
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between 5 per cent and 21 per cent [World Bank 1994]. This declining 
share of non-salary spending will only further aggravate the inefficien- 
cies within the system causing further secs to the already poor 
reputation of public health services. 

The analysis and evidence presented above clearly indicates the 
urgency of stemming declining public spending on health care and taking 
appropriate fiscal actions to improve the efficiency and effectiveness of 
the public health care system. 

The major problem of health sector development in India, especially 
in the last two decades, has been that new programmes are begun and new 
facilities started with plan funds (and an increasing amount with foreign 
borrowings) but their future sustenance is not completely assured by 
additional non-plan allocations. Health being a state subject, its 
sustainability is dependent on allocations made by the state. The centre 
_has major control of plan resources and the states want to grab as large a 
share as they can. Therefore, states in the initial years of the plan scheme 
are willing to provide matching grants but when time comes to take charge 
of the programmes they throw up their hands and hence the programme 
continues to drain a part of the plan resources. The effect of the latter is 
that new investments get affected because of these old plan commitments 
not being transferred to non-plan budgets. Further, states have a tendency 
to divert programme funds away from components for which they are 
earmarked. This is largely due to the restricted role that states play in 
policy-making and planning. 

This mismatch of centre-state priorities has proved very expensive as 
funds are wasted on inadequately provided tasks causing allocative 


TABLE 3 : SHARE OF CENTRE AND STATES IN HEALTH EXPENDITURES (PER CENT) 


1974-1982 1982-1989 1992-1993 
State’s Own Funds 71.6 79.9 85.7 
Grants from Centre 19.9 5.8 - 5:3 
Centre’s Expenditures 8.5 14.3 11.0 


Source: Tulsidhar, V B, Structural Adjustment Program: Its Impact on the Health 
Sector, NIPFP, 1993. 
TABLE 4 : SHARE OF CENTRAL GRANTS IN STATE HEALTH SPENDING (PER CENT) 


Medical and _— Public Disease Family 
Public Health Health Programme Welfare 


1984-1985 6.73 27.92 41.47 99.00 
1989-1990 eR 16.66 29.12% 74.51 


1992-1993 3.70 LA17 18.50 88.59 
* figure for 1988-89; Source : Same as Table 3 


180 RJH (New Series) Vol 1:3 1995 


“ 


inefficiencies and failure of the programme to fulfill fully its objectives. 
For example, a recent GOI-WHO-SIDA evaluation of the tuberculosis 
. program revealed the following: 

—inadequate coverage of TB services in peripheral health institutions 

—underfunding of drugs to the extent that the effective supply was for 

only one-third of the cases dectected 

—over-reliance on X-ray diagnosis With the result that cases tended to 

concentrate in district TB centre 

—ineffective laboratory services due to insufficient human-hours of the 

microscopist at the PHC 

—inefficient drug distribution mechanism which results in a very high 

drop-out rate after initial symptomatic relief to the patient 

Thus, apart from substantially enhancing resources for the publicm 
health sector, there is also an urgent need to reorient spending and remove 
the allocative inefficiencies. This is possible in many ways : 

i) If the states play a more significant role in health care planning and _ 
measure the cost-effectiveness of intra-sectoral allocations within the 
programme so that they can assure long-term sustenance and make the 
programme meaningful 

ii) By assuring that the non-salary inputs are maintained at an ad- 
equate level, especially stocks of essential drugs, maintenance of facili- 
ties and equipments, fuel, etc, whichis efficient enough to attract patients. 

ili) By rationalising the use of hospitals through a referral system. 
This can be achieved if primary care facilities are well-equipped and 
better funded to meet demands of basic health care. 

iv) By improving the mix of health care staff in the various facilities 
and programmes. For instance, improving the nurse : doctor ratio in 
hospitals can bring down considerably the unit cost of hospital services. 

v) By improving drug management, assuring that only rational and 
essential generic drugs are purchased. International experience shows 
that this results in reducing drug costs by half. 

vi) And by assuring that allocations are based on actual requirements 
or needs and that once committed, funds are not diverted for other 
expenditures. 

In conclusion we must reassert the importance of much larger re- 
sources being allocated for public health care. Every effort must be made 
to approximate the guidelines suggested by WHO for spending 5 per cent 
of the GDP on health care. But this will not be possible if the private health 
sector is left unregulated and has no links with the public system. The 
consequence of leaving the private health sector out of the ambit of state 
planning has been that with the rapid growth of the private sector, which 
is fuelled by supply-induced demand, the wealthier and the articulate 
increasingly seek care in the private sector and any support socially and 
politically for a national health system which may be there will get buried 
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in demands for privatisation, etc further running down the public sector 
and hence the poor. The global trend is to evolve an effective public- 
private mix which functions under a single umbrella of amonopoly buyer 
of health services, which can either be a statutory body constituted by an 
act of parliament, or an insurance group, or the state or some combination. 
This creation of a single system which assures universal coverage with 
equity should be the not too distant goal in the reorganisation of the 
country’s health care services. Such reorganisation will bring a tremen- 
dous saving to the economy both in terms of cutting down wastage of 
expenditure, especially in the private sector (over-prescriptions, unnec- 
essary tests, procedures and specialist referrals etc), and in improving the 
productivity of the population by assuring equitable access to health care 
for all. 
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Gender Politics in Mental Health 
Care in India 


Bhargavi V Davar 


Studies in the area of physical health show how the organisation 
of health care in the country has been designed to privilege 
a certain class at the expense of others, depending upon the 
socio-economic status and the function of individuals in a society. 
It is well-documented that women in particular, have been the 
enduring victims of this political organisation of health care. 
This paper aims to explore gender politics in the area of mental 
health care in the country, an area which has, to date, received 
scant attention from women’s organisations and health organisa- 
tions alike. The information has been structured to include four 
gendered areas of the public domain: the social, the institutional, 
the planning and the legislative areas. 


HEALTH care as an institution is organised according to the 
socio-political priorities as perceived by the state, health planners, 
health professionals and other interested institutional administra- 
tors of different health service outlets. Studies in the area of physical 
health show how organising health care in the country has been 
designed to privilege a certain class at the expense of others, 
depending upon the socio-economic status and the function of indi- 
viduals in a society. It is well-documented that women, in particular, 
have been the enduring victims of this political organisation of 
health care. 

This paper aims to explore gender politics in the area of mental 
health care in the country, an area which has, to date, received scant 
attention from women’s organisations and health organisations alike. 
The information has been structured to include four gendered areas of 
the public domain: i) the social ii) the institutional 111) the planning and 
iv) the legislative areas. A very important dimension, highly relevant 
to the politics of gender in the causation and treatment of mental 
illness, is the private domain; that is, the family. However, this is a 
topic that requires comprehensive treatment by itself and hence has 
not been included in this paper. This paper addresses only the public 
dimension of mental health care in the country from the viewpoint of 
gender politics. 
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I 
Society and Mentally Il] Women 


An analysis of the interaction of society with mentally ill women may 
be treated in three parts; first, by processing information on the utility of 
and access to available mental health care facilities by women; second, by 
examining the social perceptions relating to end the treatment of mentally 
ill women; and third, by showing how our social organisation affects the 
access to such treatment by women. 


UTILIry OF MENTAL HEALTH SERVICES 


Secondary data [Davar 1994] on the prevalence of mental illness in the 
community show that women are more frequently ill than men, with 15 
per cent of them being ill as compared to only 11 per cent among men. In 
the West, the percentages of prevalence of mental illness among men and 
women are 12 per cent and 22 per cent respectively. 

Institutionalised mental health care is available at different ‘levels’ in 
our society [Goldberg and Huxley 1992:4]: The community at level 1 
through primary health care, identification of illness in general practice, 
psychiatric clinics and nursing homes, and finally, at level 5, in-patient 
psychiatric wards in hospitals and mental hospitals. In India, access to 
care is complicated by the availability of non-professional options such 
as native healers, exorcists, mystics, healing temples, and so on. The 
diversion of mentally ill persons to non-psychiatric professional care, 
such as general practice, also confounds the issue of the utility of mental 
health services in the country. 

Studies [Parthasarathy, et al 1981] show that between one-third to one- 
half of patients admitted for treatment drop out early and eventually only 
one-third of the original lot remain till the end of their treatment. The poor 
attendance and follow-up at professional mental health facilities is often 
linked to social perceptions about the mentally ill, other than the often 
deplorable, or otherwise uninspiring and irresponsible methods of pro- 
viding care at many of the mental health care facilities, particularly the 
hospitals and primary health care centres. 

In general, therefore, the utility of mental health services is not 
commensurate with the prevalence of mental illness in the community. 
Gender further heightens this discrepancy between prevalence and 
utility. While in the west, more women report at psychiatric facilities, in 
India the trend is reverse. The proportion of women attending the 
facilities is very low, as compared with men. This low attendance is partly 
explained by the non availability of resources for women. The traditional 
mental health services appear to primarily cater to the needs of male 
patients. Primary data shows that mental hospitals and private psychiatric 
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centres with in-patient facilities show gender-based discrimination in 
terms of availability of beds [Channabasavanna et al 1981]. The 
male:female ratio in the allotment of beds in government mental hospitals 
with only service is 73:27. The ratio is 66:34 in the case of government 
mental hospitals with service, research and training facilities. Private 
psychiatric centres show a 60:40 ratio, while at NIMHANS, Bangalore, 
the ratio is 59:41. | 

The rates of admission to the different mental health facilities also 
show a marked gender difference, a difference not in keeping with, but 
rather the reverse of, the difference in prevalence of mental illness at the 
community level. In other words, even though women are more fre- 
quently ill in the community, their utilisation of mental health services 
is significantly less than men. N S Vahia and others (1974) note that at 
KEM Hospital, Bombay, the male:female attendance ratio over a period 
of twenty years has consistently been 2:1. This figure is consistent with 
data reported from other places. Sethi and Gupta (1972) when comparing 
the profiles of hospital patients with private patients, note that female 
patients are under-represented in both the groups. According to this study, 
the male:female ratio is around 59:41 per cent in the case of the hospital, 
whereas the discrepancy is higher in private practice, the ratio being 
62:38 per cent. At the mental hospital, Hyderabad, the number of female 
and male patients for the year 1990 are 488 and 1066; for 1991, the figures 
are 716 and 1925; and for 1992, the figures are 702 and 1880 respectively. 
But at the community health care unit of this mental hospital, there is 
parity of attendance by male and female patients. | 

Even though there is no significant gender difference in the preva- 
lence of mental handicap in children, access to mental health care 
shows great gender-based inequity. Narayana Reddy (1991) notes that 
the male to female ratios in the utilisation of available facilities range 
from 6:1 to around 3:1. At the National Institute for the Mentally 
Handicapped, Hyderabad, there were only 566 female admissions in 
a total of 1638 for the year 1993. At the mental hospital, Hyderabad, 
there were 10 male children as compared to one female child with a 
mental handicap for the year 1991; for the year 1992, 24 male children 
reported for treatment as compared to only 11 female children. In 
many of the special day care schools in Hyderabad, male children far 
outnumber female children. 

Parents with handicapped girl children are less motivated to send 
them to these institutions for rehabilitation. There are no economic gains 
in doing this, as there might be in the case of boys, who can still be trained 
for some useful employment. The mentally handicapped girl child is 
_ useful around the house, helping out with the household chores. As she 
is unlikely to get married, the parents would think it a waste to expend 
resources, material or psychological, on her. Parental anxieties about 
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protecting her modesty against possible violations is also very high. 
Institutions also are wary about taking mentally handicapped female 
children because it heightens their moral responsibility. Thus, the handi- 
capped female children are ‘somehow managed’ within the confines of 
their homes. 

The institutional treatment of these children also shows gender dis- 
crimination. More passive and less creative treatment methods are adopted 
by these institutions with respect to girl children, who are in a minority. 
No vocational training is given them and play is not suited to their needs. 
The recent abuse of professional authority on mentally retarded girls in 
Sirur, Maharashtra, and the institutional defense of clinically unjustifi- 
able hysterectomies performed on them is only an acute symptom of an 
established syndrome of gender discrimination in the institutionalised 
care of mentally retarded girl children. 


‘ SOCIAL PERCEPTIONS 


In general, the mentally ill, whether male or female, are forced to suffer 
a social stigma in addition to their incorrigible psychological suffering. 
Prabhu et al (1984) provide a good review of studies on public attitudes 
towards the mentally ill in Indian communities. The authors note that 
several studies by them in Delhi generally showed that 


the educated lay persons viewed the mentally ill as aggressive, violent and 
dangerous. Optimism about the outcome of treatment was not high. There was 
a lack of awareness about available facilities to treat the mentally ill. Pervasive 
defeatism and a tendency to reject the mentally ill existed in the sample 
study (p 7). 


Another study in Raipur Rani showed pessimistic attitudes of the 
community towards mental illness. Even though the urban, literate 
sample showed a more benevolent attitude towards the mentally ill, they 
also showed a lack of awareness about illnesses and different psychiatric 
facilities. Boral, and others (1980) showed that more individuals accepted 
and preferred magic healers, ayurveds and homeopaths to psycho-thera- 
pists. A majority believed that marriage will cure mental illness, though 
paradoxically, a majority also did not want to form matrimonial alliances 
with a mentally ill person. 

Social attitudes towards and understanding of mental illness in women 
are much more pernicious than that towards men. Veida Skultans’ (1991) 
study showed this. She evolves a ‘hydraulic model’ of illness: the 
explanatory models that a community offers for mental illness in an 
individual and the subsequent approach towards treatment of the illness 
depends upon the social position that he or she occupies in that commu- 
nity, so that there is a multiplicity of explanations contingent upon the 
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community’s hierarchies and attitudes towards the individuals in these 
hierarchies. 

Thus, mental illness in women and men is perceived and explained 
differently by Skultan’s community sample in Maharashtra. A mentally 
ill man was an economic burden, but a mentally ill woman was an 
economic as well as a moral burden. Mentally ill women in her sample 
were severely condemned for any behaviour that could be perceived as a 
violation of feminine nature and modesty, such as tearing off clothes, 
violence towards others, lack of attention or irreverence towards the 
preparation or consumption of food, neglect of children, etc. Mental 
illness in women was seen as a moral disgrace to the family, so that 
censure, neglect, rejection and isolation was commonly associated with 
her illness. Not so in the case of men. Mental illness in men was a cause 
for sorrow, but not disgrace. 

In terms of ‘cure’ too, at the native healing temples where Skultans’ 
study was based, gender differences were seen. Most of the informants 
felt that the responsibility of care of amentally ill woman, even if married, 
will fall upon her own family and not her husband’s or her in-laws’. 
Because of this attitude, it is likely that many mentally ill women receive 
no social support, either from their own family, or from the family into 
which they marry. For, in the perception of their own parents and siblings, 
they would be considered as belonging to their husband’s family. There 
would be a clash of interests and betrayal of responsibility by both the 
families in the event of her mental lness. In Skultans’ sample at the 
temple too, it was seen that men had greater social support than the 
women. All the men, but only half the women in the study were 
accompanied. 

In Skultans’ study, to bring about the cure of the menfolk, the women 
accompanying them tranced. It is often considered the duty of their 
women to trance, in order to share or take over the ‘pida’ of the men they 
accompany. Women, relatives, in-laws and other kinsfolk all participated 
in the cure of the afflicted man. Mentally afflicted women, on the other 
hand, tranced on their own behalf and others did not participate in the 
sharing of their ‘pida’. Thus, the occurrence of mental illness ina woman 
is considered a moral violation for which she is solely responsible, 
whereas such illness in a man is not interpreted likewise. In his case, it 
becomes a community responsibility with women again bearing the 
moral burden of his ‘cure’. 

Afflicted women are seen not only as a threat to domesticity and its 
routines, but also, as a threat to its valour and its honour. Married and 
mentally ill women are more likely to be sent back to their natal homes, 

abandoned, deserted or divorced. Greater social losses, such as loss of 
- spouse, family, children, befall mentally afflicted women more than men. 
Neglect and rejection as the aftermath of stigma better characterise the 
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status of amentally ill woman than that of aman. The psycho-social stress 
acting on a mentally ill woman is likely to be greater than that acting on 
a mentally ill man, for his role in the family has always been minimal and 
restricted to its economic upkeep. Women, on the other hand are seen as 
being at the centre of domestic life, maintaining its care-giving, nurturing 
and moral functions. The pressure on them against relinquishing these 
functions during illness episodes would be high. Despite this, the loss of 
a woman to the family is not perceived by our community as being very 
great unlike the loss of a man, for the latter implies deviance from the 
patriarchal stereotype of being male-headed. Thus, a mentally afflicted 
man would still be cared for and would still retain some amount of human 
dignity and integrity within the household unlike a mentally afflicted 
woman. She would very likely not only be abandoned or rejected, but also 
more stressed because of her perceived guilt in having relinquished her 
role-related functions. 

The gross neglect of mentally ill women is also evident from the way 
society treats chronically ill women in mental hospitals. Studies from the 
West [Bachrach and Nadelson 1989] show that two-thirds of the chroni- 
cally ill in the US are women. Thirty to 90 per cent of homeless women 
in the West are mentally ill, some of them severely ill [Martin 1989]. 
Geller and Munetz’s (1989) study on 22 chronic institutionalised women 
showed that during institutionalisation, five lost contact with their hus- 
band, and were divorced or separated; another five lost contact with her 
family and their siblings; seven lost custody of their children. There were 
some with multiple problems, such as loss of employment, loss of 
housing, and so on. Inexplaining the reasons for prolonged stay of women 
in institutionalised care, the authors stress economic reasons, such as 
the fact that men are more indispensable to a family than women. The 
authors suggest that women may be more willing to take care of their 
mentally ill or ex-patient husband than men. Their study corroborates 
this, for while six of the women were married at the time of admission, 
five of them were divorced after admission, and only one married during 
hospitalisation. 

In our own context, there are few comparable studies on long-stay 
women patients in mental hospitals or about destitute and mentally ill 
women abandoned in hospitals, or living on the streets or inside 
supposedly healing temples as beggars. An early study by Gupta and 
others (1968) at the Ranchi Mental Hospital showed that even though 
the female to male ratio upon admission to the hospital was only 
29:71, long-stay patients showed a preponderance of women — 67 per 
cent were women as compared to 33 per cent men. The trend indicates 
that fewer women get admitted for care, but once admitted, a large 
proportion stay back as long stay patients as compared to men. The 
authors write: 
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The community seems to be one that takes the male patient back once he has 
improved or has recovered. The dependent status of the women in the Indian 
setting, the not too uncommon phenomenon of de facto separation of the 
husband and the wife on account of wife’s mental illness leading to the 
exclusion of the women from the family constellation probably contribute to 
their prolonged stay in the hospital [Gupta et al 1968: 159]. 


Noting that there were almost as many married women in their sample 
as single women, the authors lament that this could be because of “the 
double standards of morality in our society”, for a man with an afflicted 
wife would remarry leaving her to her fate in the mental hospital. A 
woman with an afflicted husband would still want to restore him back in 
her home. are 

Studies show that mentally ill women receive fewer visitors than 
similarly ill men. A greater number of women patients are certified rather 
than voluntary, whereas the trend is reverse for men, indicating perhaps 
that it is more difficult to hospitalise a man against his will than of 
women. Gupta’s study of the long-stay patients showed that a greater 
percentage of women did not require hospitalisation as compared to men, 
though maladjustment was high in both groups, which the authors 
attribute to the drab conditions of the mental hospital. It is pertinent to 
note Geller and Munetz’s (1989) observation that in the hospitals, women 
are seen as ideal patients by the staff, for they are compliant, passive, 
dependent and submissive. In their own study, most of the women long- 
stay patients were contributing to the hospital activities, like running the 
cafeteria, etc. : 

There are problems associated with being a long-stay patient, other 
than the loss of social contact and the sense of loneliness and isolation. 
Most long-stay patients tend to be on some minimum dosage of drugs, 
even though they may be asymptomatic, because of a growing depen- 
dency on them and the anxiety of relapse. These drugs in the long-run 
produce irreversible side-effects, such as tordive dyskinesia. Their physi- 
cal, especially gynaecological problems and problems associated with 
aging are usually neglected. It is unfortunate that very little information 
is available on the plight of chronic and long-stay women patients in 
mental hospitals in India. Research should be initiated in this area, to help 
us understand better the physical, economic and social misfortunes that 
befall seriously ill women.! 


’ 


SOCIAL HIERARCHY 


In order to delineate the context within which we may discuss the 
effect of social hierarchy on the access to mental health care by women, 
we need to understand the established distinction between the ‘severe’ 
mental disorders and the ‘common’ mental disorders. 
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Disorders such as schizophrenia, depressive psychoses, mania, epi- 
lepsy, mental retardation, and organic brain disorders can usually be 
treated as severe mental disorders. Neurotic disorders, major depres- 
sion, hysteria, obsessive-compulsive disorders, anxieties and 
phobias, somatisation disorders can be classified as being common 
mental disorders. 

The clinical picture between these two categories of disorders varies 
remarkably. The severe disorders often include symptoms of marked 
cognitive impairment, such as auditory and visual hallucinations, para- _ 
noid delusions, thought disturbances and loss of reality. Often, there is 
also associated hostility and overt aggression. The degree of cognitive, 
personal and social impairment is very high in the case of the severe 
mental disorders. 

In the case of the common mental disorders, even though personal 
distress may be very high, there is often no significant cognitive break- 
down. Manifestation of illness can be physical, such as in the case of 
hysteria and somatisation disorders. Mood changes, anxiety, gloom, 
misery and hostility might be present in these disorders also to some 
extent, but not to the level of a personality breakdown. Usually social 
functioning is seriously impaired, and family discord and maladaptive 
family interactions may be common. 

The characterisation above is a phenomenological description of 
illness behaviour. The distinction between severe and common mental 
disorders also becomes apparent in diagnoses. Severe mental disorders 
have a stable symptomatology. Disease entities are clearly demarcated 
and usually no overlap exists. Diagnostic categories are also stable over 
time and. retain their reliability between observers following different 
categorical systems of diagnosis. For common mental disorders, how- 
ever, most of these criteria do not hold and a multi-axial model of 
diagnosis is more suitable [Goldberg and Huxley 1992]. 

It is important to note that calling a class of disorders as ‘common 
mental disorders’ does not necessarily imply that they are mild or 
that they cause very little personal suffering. They can cause enor- 
mous suffering, including chronicity. They often cause irreparable 
social alienation, loss and damage. Social networks and relationships 
can suffer. 

It is now accepted, and my own report [Davar 1994] also corroborates 
this, that about twice as many women suffer from common mental 
disorders than men, even though in the severe mental illness category, the 
prevalence of illness is homogeneous across gender. Between 7-10 per 
cent of women in the community may be suffering from common mental 
disorders. Somatisation disorders, neurotic and major depression and 
phobias are especially more frequent among women [WHO Report 
1993]. Men are more frequently ill only in the category of personality 
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disorder, but the status of this disorder as a kind of mental illness is 
questionable. 

That the common mental disorders are by and large undetected in the 
community is shown by an interesting study by Isaac and Kapur (1980). 
The study itself had the aim of comparing the cost-effectiveness of three _ 
different methods of psychiatric case identification in the community. It 
was to find out which method was the most cost-effective. The three 
methods used were: (i) asking about 5 per cent of the patients attending 
the PHC about other patients they know who might be suffering from 
mental disorders; (11) asking the head of each family, presumably male; 
and finally iii) a full-fledged community survey. 

Data from this study suggests that the professional evaluation of 
disorders, as shown by the community survey, differs markedly from the 
social evaluation of disorders, as shown by the other two methods. This 
is especially true of the common mental disorders. Epilepsy and psycho- 
ses were detected equally well by all the three methods. In the case of 
mental retardation, it was intriguing that the heads of families reported 15 
cases, whereas actual prevalence, by professional estimates was only 
four. Community survey showed 31 cases of depression, of which only 
five were reported by the method (ii). Of the 20 cases of hysteria and 
possession present in the community, only nine were reported by the 
heads of families. Anxiety neuroses, other neurotic symptoms, somatisation 
disorders were not reported at all by the heads of families, whereas the 
community survey showed 25, 78 and 159 cases respectively. From this 
data, we see that of the 313 cases of common mental disorders, only 14 
were reported by the heads of families. That is, as little as 4.4 per cent 
cases of common mental disorders were detected or reported by the 
heads of families. From my secondary data on the wide prevalence of 
common mental disorders among women, we can safely assume that a 
large majority of these undetected cases were women. 

We must speculate why these disorders are not detected. Lack of 
awareness about mental illness is often cited as a reason by professionals, 
but this alone is not enough. We must include, as an important explanation 
of the reason for this neglect, the widely prevalent insensitivity to the 
health needs of women. It is quite possible that even where mental illness 
is grossly evident in women, it is neglected. Any understanding of the 
neglect of mental health care of women must emphasise this gender- 
related aspect of prioritisng health care among members of the family. 

The decision about providing health care to the members of a family 
usually rests with the male heads of families. They are more pre- 
occupied with their jobs and other practical matters of managing the 
family. Lack of awareness of mental illness is complemented by a lack of 
attention to the psychological and in general, the health needs of the 
womenfolk of the household. It is not surprising then, that Issac and > 
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Kapur’s study showed such a gross neglect of common mental disorders 
by the heads of families. 

But more importantly, in large joint families, where hierarchy and 
power equations are very strong, women usually reside in a very inferior . 
place, especially younger women in the reproductive age group of 16 to 
40 years, who, as my report showed, are more vulnerable to the common 
mental disorders. Interaction, even intimacy, between spouses is by 
protocol and is restricted to minimal and necessary contact. Women by 
and large occupy the inner recesses of the household, isolated from the 
men of their own families and other outsiders. Thus, a rigid hierarchy 
defines gender interaction both spatially and functionally. Any profound 
interaction between the sexes is often negligible and discouraged, and 
expressed emotion is very low. Verbalising problems and conflicts is 
rare, so that it is very unlikely that men will know of the stresses or 
inner conflicts of the womenfolk. Acknowledging the existence of such 
‘inner’ problems is considered taboo and have a low priority compared 
to physical problems. 

It is inconceivable, and would be aggressively thwarted in case it 
happened, that in a joint family, the youngest ‘bahu’ will confess to her 
father-in-law, the decision maker, about her sleep or thought distur- 
bances, her weepiness, her irritability or about her vague somatic 
symptoms. The elderly women, especially the mother-in-law and the 
elderly ‘bahus’ in the household are most unlikely to listen to or under- 
_ stand the psychological needs of the younger ‘bahus’. Hierarchy among 
women in these households are also very rigidly defined and discus- 
sing one’s innermost turmoils would be considered impertinence. 
Further, acknowledging inner conflicts usually connotes, in our culture, 
a sign of weakness, which is tolerated philosophically but not treated 
as a health need. Especially in women, the acknowledgement of such 
problems would be construed as selfishness. Thus, social hierarchy in 
Indian families would ensure that women’s mental health needs are 
neglected. 

Common mental disorders, as mentioned above, are not crippling: 
they do not cause a major cognitive breakdown. But this does not imply 
that they do not cause immense suffering to the ill woman or stress in the 
family. Family discord, isolation of the ill woman, maladaptive ways of 
crisis resolution, bad parenting and a limited social life are possibly the 
long-term consequences of neglecting these mental illnesses. Eventually, 
they can cause chronicity in the woman, aggravate her sense of isolation, 
cause adjustment and maturation problems in her children and alter their 
perception and ways of social, and more importantly, gender relations. 
For example, the mother’s rather bizarre behaviour would contribute and 
mould the sons’ perceptions of women in general, and eventually deter- 
mine his attitude towards his wife and other women that he comes into 
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contact with. This is especially true in the case of major depression, which 
is very Common among women. 

Where common mental disorders are not identified as illness, and 
further, chronicity sets in through its continued neglect, the illness 
behaviour itself can become established as a way of life. It then becomes 
impossible for a close family member to differentiate her personality 
from the symptoms. Functionally they become identical, so that an ill 
woman is labeled as a virago, ahysteric, a violent woman, a trouble maker 
and so on, and these are used to describe her personality itself. Her illness 
behaviour will be construed as her nature. The chronicity of a mental 
illness begins to get treated as a personality problem. This possibly leads 
to further alienation and avoidance of the iil woman by those around her, 
re-establishing the illness pattern. For example, having to live with a 
depressed woman who weeps all the time and persecutes others during a 
depressive episode might result in the husband or grown up sons staying 
longer hours away from home, and maintaining little inter-personal 
contact with her. 

Our social way of life, its hierarchies, gender relations and social 
structure, other than our perception of mental illness, all contribute 
towards the large scale neglect of mental illness in women. Where illness 
is recognised, great social and economic losses typically characterise the 
society’s response to it. Utilisation of services by these women is 
negligible, showing that when a woman needs care, she does not get it. On 
the other hand, institutionalised settings shelter clinically cured women 
who are not claimed by their families, showing that providing care in 
hospital settings actually hampers their further chances of re-habilitation 
and re-socialisation in the society. Under the present social circumstances 
where mentally ill women are condemned whether they get professional 
care or not, it is very hard to make intelligent choices about the approach 
to their illness. 


II 
Institutionalised Mental Health Care 


That science is gendered has been partly acknowledged for some 
time now. Mental health sciences are no exception to this, and several 
studies in the West have emphasised different aspects of this gender 
bias in the theory, practice and planning of these sciences. The dis- 
cussion here will not review or elaborate all these different aspects of 
gender bias in institutionalised mental health care, but only those which 
have repeatedly cropped up in the Indian context from my study of the 
literature. 

One important issue which requires definite mention and debate is the 
attribution of personality in the explanation of mental illness. This is a 
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well established tradition in the West, the claim being that the cause of 
illness is not social, butrather psychological. Certain predisposing factors 
in an individual result in the illness, in an otherwise benign and life- 
enhancing environment. 

Personality attributions, however, usually take the form of circular 
definitions, claiming, for example, that a hysterical personality causes 
hysteria, or a neurotic personality causes neuroses. While some studies 
show that cognitive factors are indeed associated with the cause and 
course of illness, studies on personality are riddled with methodological 
difficulties and are often inconclusive. Sometimes explanations of mental 
illness by referral to personality attributions can be carried far beyond 
what the science warrants. When this happens, we must conclude that it 
is not science, but rather politics which has inspired the explanation. The 
explanation must, in other words, be rejected as being pseudo-scientific 
and political. 

For example, it has often been claimed by professionals that women 
are more frequently ill because they are naturally more dependent, more 
submissive and more introverted than men and all these factors makes 
them more vulnerable to affective disorders. Henderson (1981) explicitly 
gives a biological and genetic basis to personality in women to explain 
greater neuroses in them. For him, women are prone to neuroses because 
bio-genetically nature predisposes them towards this disorder. In our own 
context, Ponnudurai (1981) in explaining greater frequency of hysteria in 
women notes that “the feminine role inherently sanctions greater reliance 
on others for love, affection and solace” (p 50). 

There is no empirical warrant to suggest that dependency, intro- 
version, passivity, “need for love’, moral rigidity and other allegedly 
feminine attitudes which predispose her to mental illness, are in any 
way natural. Any bio-genetic explanation of this naturalness would 
have to be extremely complicated\indeed. Such an explanation, if 
possible at all, belongs in some distant future in any case. The point is 
that many of these supposedly feminine attributes have, not a 
natural, psychological basis, but rather a psycho-social basis. They 
are given a primary place in the socialisation of girl children and in their 
sex-typing, the acculturation of individuals within a gender type begin- 
ning very early in development. The so-called naturalness of the feminine 
personality which makes her eventually ill has a social genesis, deriving 
from the patriarchal model of child growth. Itis not fair, and not scientific, 
to use a social explanation as a bio-genetic one. This only shows the 
gender bias in the professionals’ model of explanation of illness. It is 
cruel irony that women must first be forced into valuing certain stereo- 
typed concepts as virtues during the process of their socialisation, and 
later on, when they are ill, be damned for these very same values by 
professionals. 


> 
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Another commonly cited ‘natural’ feminine attribute which is causally 
associated with mental illness is their ‘need for love’ and ‘care-eliciting’ 
behaviour. Henderson, for example, (1983) favours the view that neurotic 
behaviour, which is common among women, is 


a communication of affective discomfort which carried a corrective effect by 
bringing about an increase in the caring behaviour shown by others to the 
patient. It is not a new idea that psychiatric symptoms or behaviours act as 
operants and are reinforced by the responses they elicit in those around the 
patient (p 13). 


Neurotic illnesses and depression are seen by him as “socially disrup- 
tive care-eliciting” behaviours (p 14). 

Treating the cause of mental illness as a form of care-eliciting makes 
it appear as if the ill woman is indulging in some form of malingering and 
pretense or is demanding more attention than what she should objectively 
need. This view of mental illness gives one the impression that, contrary 
to the reality of the social situation, and contrary to average individual 
expectations from this situation, some women demand more attention, 
love and caring. The view implies that it is not the social environment 
which is violating a woman’s integrity, but rather, it is the woman who 
indulges in ‘socially disruptive’ behaviour. In other words, while the 
world is in paradisical harmony with her being, it is she who disrupts this 
tranquility with her own greedy and voluptuous need for love and caring! 

Sometimes this view can border on the grossly sexist: Bagadia and 
others (1973), for example, explain mental illness among young married 
women by referring to their immature personality and “marked pamper- 
ing at parents’ place” (p 182). They imply that the ill women’s marital 
homes left nothing to be desired, and if, despite this, they were ill it was 
because they were not mature and had been too pampered at their parents’ 
place! Further, in explaining greater hysterical illness among women, 
they note that most of the ill women were from outside of Bombay and had 
an unconscious desire to stay with their husbands, who were all working 
in Bombay. Therefore, these women had an “important secondary gain” 
in being hysterics. 

From the women’s perspective, we must strongly reject these kinds of 
pseudo-scientific explanations. The description of women as being more 
demanding, more emotional, more care-eliciting and more dependent, 
which characterises the professionals’ perspective and approach to the 
treatment of mental illness in women, reflects only our own culturally 
pervasive gender biases and cliches. The need to be loved and cared for, 
which the professionals claim predispose the women towards illness, is 
a genuine need. A woman who expresses this, even through illness, is not 
exhibiting any natural psychological deficits, incommensurate with her 
social situation. Rather she is only saying that she is a victim of certain 
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pervasive social deficits that so grossly characterise the lives of so many 
women. It is not so much the case that women are demanding more than 
their fair share of affection and love, but rather, their social status in 
society denies them that which any individual rightly deserves. Men, by 
virtue of being the eldest son, the only son, the bread-winner, the head of 
the family, in short, by virtue of being male, are automatically taken care 
of and given all the caring that they need for adequate emotional strength. 
The entire family consolidates to give the psycho-social support that a 
man needs. This is hardly descriptive of the average Indian woman’ life, 
where she is to be an unstinting care-giver without demanding care in 
return. 

It is women who are the typical victims of domestic violence, moles- 
tation, verbal and mental abuse, eve-teasing, rape, childhood sexual 
abuse and other forms of violence. These acts of male aggression are 
blatantly violative of individual integrity and can hardly be described as 
normal care-giving behaviours. Depression, shock, trauma, somatisation 
disorders, phobias, anxieties, sleeping and eating disturbances, and other 
common mental disorders are the common consequences of male vio- 
lence against women. In explaining illnesses in these victimised women, 
can we Say, as the professionals often insensitively do, that these women 
are somehow expecting more than what they deserve? Are the profession- 
als infact saying that women deserve only these kinds of behaviour from 
society and their male partners, and cannot expect anything more? We 
must question the professional viewpoint that it is the women who are 
behaving in socially maladaptive ways by expecting more from their 
loved ones. Rather, some kinds of mental illnesses in women is a logical 
response to the programmatically violent ways in which the society and 
their loved ones treat them. 

We see that it is culturally backed gender bias which colours these 
professional perspectives, ironically twisting the fate of the victim of 
illness in such a way that she becomes her own tormentor, while the actual 
tormentors get away scot-free. It is this attitude by professionals which 
has elicited the wrath of thinkers working on women’s health issues. They 
point to the double victimisation that women are subjected to: first, social 
imperatives, values and expectations make women respond by adopting 
symptomatic behaviour; and when their behaviour reaches diagnosable 
levels, they are further subjected to treatment methods that presuppose 
the very same values that led to the illness in the first place. Broverman, 
Broverman and Clarkson’s (1970) study showed that clinical practice is 
often determined by the “highly consensual norms and beliefs about the 
differing characteristics of men and women” (p 1). 

Social workers and marital counsellors have also come under attack 
for perpetrating social inequalities through their treatment methods, 
which implicitly acquiesce to the existing loci of power [See, for ex- 
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ample, Maynard 1985]. Maynard’s study of cases shows how these 
professionals treat violence as an individual’s problem, specifically, the 
victim’s problem and not as a social problem. Shabby housekeeping or 
appearance, bad cooking, etc. are seen as valid justification for wife- 
beating, even though the pattern of violence is well-established and goes 
beyond these instances. Social workers label the battered women in terms 
of their appearance and behaviour and deconstruct their stories and life- 
experiences as a battered wife, thus questioning their credibility. They 
disbelieve their story, analyse their personality and pass judgments on it, 
minimise the husband’s excesses, try to see wife-beating as an accident, 
not as a pattern, and believe the husband’s reasons and justify them. By 
making the woman culpable, they further diminish her already battered 
self - esteem and do not provide the care or protection for which they were 
approached i in the first place by the battered women. Flavia (1988) notes, 
in the Indian context, that in our society 


A woman who does not accept the traditional role of submissiveness 
and subordination needs to be ‘advised’ or ‘tamed’ into accepting this posi- 
tion, and any means including violence is justified in achieving this goal. 
Counsellors and social workers also contribute implicitly towards this ideo- 
logy when they question a woman who gets beaten: ‘What did you do to 
provoke him?’ (p 152). 


Gender bias in professional mental health has not been studied com- 
prehensively in the Indian context and is an issue of great concern. The 
fact that research and professional attention has not focussed at all, until 
very recently, on women’s mental health issues is itself symptomatic of 
the gender-bias which exists in the professions. As recently as 1990, 
Somasundaram (1990) elaborates what, to any individual minimally 
sensitive to the politics of gender, appears to be crudely sexist. In the 
official mouthpiece of the Indian Psychiatric Association, he whole- 
heartedly writes in approval of Vatsyayana’s conception of a virtuous wife: 


She should act in conformity with his (the husband’s) wishes as if he were a 
divine being, and with his consent should take upon herself the whole care of his 
family. She should keep the whole house well cleaned and make the floor 
smooth and polished so as to give the whole a neat becoming appearance. She 
should surround the house with a garden. She should behave with decorum 
towards the parents, relations, friends, sisters and servants of her husband. She 
should always be accompanied by her husband, properly attired while visiting 
friends, relatives and temples. She should avoid bad expressions, sulky looks, 
speaking aside, standing in the doorway, and looking at passerby, conversing in 
the pleasure groves and remaining in a lonely place for a long time. She should 
always keep her body, her teeth, her hair and everything belonging to her tidy, 
sweet and clean (p 258). 
The author further exposes his ignorance of the contemporary 
woman’s social problems by recommending this traditional view of the 
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ideal wife as being an universal and eternal one. As if it were not enough 
that he alone should hold and defend this noxious view, he urges other 
family and marital therapists to adopt it in their day-to-day dealings with 
their patients! 


il 
Mental Health Policy and Women 


Our current National Mental Health Programme (1982) also reflects 
this culturally pervasive insensitivity towards the mental health needs of 
women. This policy prioritises epilepsy and psychosis, the severe mental 
disorders; whereas, as noted above, it is the common mental disorders 
which are frequently found among women in particular, and in the 
community in general. Harding et al’s (1980) study showed that the 
frequently reported disorders at the community level are the common 
mental disorders and not, as NMHP assumes, the severe mental dis- 
orders. Harding and others therefore rightly question the discrepancy of 
our policy with the needs of the community. 

Our national policy reflects only the priorities of the WHO recommen- 
dations, which is informed by cost-effectiveness of implementation of 
policy rather than community need. The severe mental disorders are more 
easily managed through the infrastructure presently available for address- 
ing the health needs. It is notable that the NMHP, as per the WHO 
recommendations, ties the mental health programme to the already 
existing primary health infrastructure in the country. So the mental health 
programme does not need extra investment in terms of infrastructure. The 
severe mental disorders respond more effectively to drugs, ECT and other 
psycho-pharmacological methods of treatment. Short-term interventions 
are usually adequate, recovery is often swift and relapse predictable. Even 
though social support is important in maintaining mental health, no 
radical changes need be made in social support or networking systems. 
Long-term professional or para-professional investment is not required in 
the management of these disorders. Limitations in infrastructure and 
personnel, especially para-professionals are ground realities of the men- 
tal health care movement in the country. 

Common mental disorders on the other hand, even though their 
frequency is much greater than the severe mental disorders, are not cured 
by short-term interventions alone. They usually require deep insight into 
the social reality of the patient, their socio-cultural background, biases, 
imperatives and expectations, their social networking patterns, and so on. 
At the community level, understanding the regional cultural ethos might 
be essential, requiring study of the acceptable ways of social networking, 
the stress points of this networking and working out effective, therapeu- 
tic, culture-relevant options. Psycho-pharmacological interventions can- 
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not be used in isolation for treatment, and often, counselling, family 
therapy, group therapy, etc. may be required. All this needs long-term 
social planning and additional infrastructure, especially augmenting the 
medically trained psychiatrists and doctors with adequate para-profes- 
sionals such as psychiatric social workers, psycho-therapists and coun- 
sellors. The proportion of para-professionals to professionals in our 
country is very low. The NMHP (1982) is heavily dependent, for its 
success, upon the PHCs staffed by medical personnel. Even elementary - 
steps in mental health care management, such as case-identification 

become complex problems in the hands of the PHC staffers [Srinivasa 

Murthy et al 1987]. Prioritising common mental disorders will therefore 

involve re-organising the existing mental health care infrastructure in a 

radical way. It will at the very least require additional training to mental 

health professionals and para-professionals in treating the social basis of 

these problems, other than treating their purely physical basis. Targeting 

the common mental disorders, in other words, will require a social 

commitment from the professionals, rather than the hitherto practiced 

clinical commitment. The latter alone is sufficient in the treatment of the 

severe mental disorders. Therefore, even though only a very small 

percentage—around one per cent, is severely mentally ill, and an even 

smaller percentage is ill with the specific disorders targeted by the 

NMHP, the mental health policy of our country is in its entirety geared for 

the treatment of this population. The policy is grossly disproportionate to 

the needs of the community. 

Our current mental health policy claims to codify a radical shift from 
the medicalised traditional mental health practices, such as the mental 
hospitals, to the social model of community care. In making this shift, it 
has been hailed as a landmark in the history of our health programme. 
However, in practice, it seeks to make minimal changes in the overall 
perception and management of mental disorders. By prioritising epilepsy 
and psychoses, it retains the orthodox medical approach to the treatment 
of the mentally ill. Even though the policy pays lip-service to community 
care, in actual practice it targets only those disorders which will respond 
easily to the established medical models of treatment. 

Further, by tying the mental health programme to the already existing 
health infrastructure, our mental health policy becomes a mere appendix 
to the health policy. Thereby, it aggravates the problem of medicalisation 
of our approach to mental illness, ignoring altogether the psycho-social 
bases of mental disorders. This approach of the NMHP must be ques- 
tioned by those sensitive to women’s issue, because it is women who 
suffer more from common mental disorders at the community level. It is 
women’s psycho-social status which requires urgent professional atten- 
tion and commitment. From the point of view of women’s mental health, 
the NMHP leaves a lot to be desired, which cannot be rectified by making 
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a few marginal alterations in the clauses, but rather only by altering the 
entire foundations of the programme-from being based on cost-effective- 
ness to being based on community need; from being a medical model to 
being a psycho-social model; from making a purely clinical commitment 
to making a social commitment. The community care philosophy explic- 
itly defended by the NMHP must be implemented as such, as promised, 
and not in ways so as to establish the status quo. 

The NMHP, by prioritising the severe mental disorders and further 
medicalising our approach to mental health, promotes psycho-pharmaco- 
logical methods of treatment, such as drugs and ECT. Gender discrimi- 
nation in the treatment methods adopted have been emphasised in the 
West. Studies have indicated that women are given more psycho-active 
drugs than men; Hudson’s (1987) study also showed that women are 
more frequently the victims of leucotomy than men. In our own context, 
we have no information on any of these issues, though Smita Vir Tyagi 
noted in an orally presented paper (1987) on ‘Women’s Issues in Mental 
Health’ that Indian women got 60 per cent of the prescription for non- 
psychoactive drugs and 67 per cent of the prescription for psycho-active 
drugs. | 

Studies [Tyrer, et al 1993, 1988] show that there is no justification 
for the greater preference for psycho-pharmacological treatments, espe- 
cially in the case of neurotic disorders, which are more common among 
women. Drug use may be justified in the case of neurotic individuals with 
personality problems, but usually, there is no overall significant differ- 
ence in the outcomes of drug treatment, behavioural and cognitive 
therapies. This is true of anxiety disorders, panic disorders and some 
kinds of depressive disorders. 

It is often claimed, as a justification of the use of drugs and ECT, 
that psycho-therapy is expensive. Our own mental health programme 
seems to presuppose this by privileging only those disorders which are 
responsive to chemo-therapeutic cures. The programme encourages 
psycho-pharmacological alternatives rather than psychotherapeutic 
ones. However McGrath and Lowson (1986) argue that in the long run, 
it might be more economical to adopt psycho-therapeutic approaches: 
somatisation and the consequent medicalisation of mental illness 
uses up a lot of useful resources from general practice. Studies show 
that introduction of psychotherapeutic intervention reduces 20 per 
cent of the costs of medical services. Counselling may reduce GP 
consultations, may avert hospitalisation and reduce relapses, and does 
not require professional investment. These considerations are rele- 
vant in our Own context, where somatisation disorders are very 
common in general practice, especially among women. From the 
economic point of view, these somatisers are using up professional 
time and resources. But more importantly, from the ethical point of 
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view, they are probably being given hazardous and totally unneces- 
sary medication. 

The vicious embroilment of somatisers in general practice and the 
medicalisation of a psycho-social problem has been emphasised by 
WHO. The iatrogenic damage that can be caused by unnecessary and 
prolonged use of drugs is especially stressed. 


Failure to diagnose and correctly treat psychosocial disorders results in 
iatrogenic damage. Thus it is wrong to use potentially toxic drugs when what 
is needed is social support, or to rely on institutional care for patients who can 
be restored to function while in the community (WHO 1987:6). 


Another pharmacological treatment widely in use and implicitly 
promoted by the medical model is electro-convulsive therapy (ECT) or 
‘shock treatment’, as it is often crudely called. In the West, the inconclu- 
siveness of the debate about whether ECT causes cognitive deficits or not 
[Shukla, 1992] has resulted in the restricted use of the treatment. Whereas, 
in Our Own country this inconclusiveness is taken to be a sanction for its 
enthusiastic and continued use. Vahia’s (1974) study of the use of ECT 
at KEM Hospital,_Bombay shows that ECT use has increased twenty 
times in the last twenty years. Whatever the status of the research debate 
about the justifiability of ECT, its practical implementation in our 
hospitals and clinics leaves a lot to be desired. In a recent editorial, 
Agarwal (1990) noted that surveys in the West showed ‘remarkable 
deficiencies’ in the administration of ECT. Agarwal warns that “as a 
developing country the situation in India is bound to be more disappoint- 
ing” (pp 295). The cavalier use of ECT is recognised by professionals: 
ECT is often prescribed in series, whereas correct ethical practice de- 
mands that treatment outcome is to be monitored after every single dose. 
Conditions to be met for the safe administration of ECT, such as brief 
pulse current and moderate supra threshold, cannot be satisfied in our 
country because of the unavailability of sophisticated machines. Profes- 
sionals are often not adequately trained for the correct administration of 
ECT even at the post graduate level, and the question of patient’s consent 
is very rarely looked into. 

The professional defense of ECT only complements public demand 
for the treatment. The study by Boral, Bagchi and Nandi (1980) showed 
that an overwhelming 70 per cent of close relatives of patients favoured 
ECT treatment, and an equally large 75 per cent of close relatives 
favoured drug treatment; congruently enough, a whopping 76.8 per cent 
of relatives were uncertain about the efficacy of psychotherapy. 

The overail defense of ECT is built around the cost-benefit aspects of 
the treatment, its relative inexpensiveness, simplicity of use and control 
of long-term effects as compared to drugs. However, the restricted and 
well-defended, but purely pharmacological choices that the professions 
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give to afflicted individuals, between drugs and ECT, neatly sidesteps 
the vast possibilities of non-invasive treatments like psycho-therapy, 
"especially its comparative efficacy in the case of the common mental 
disorders. 

Doubtless, there are cultural reasons for these preferences, which 
override professional ethical questions relating to making available non- 
invasive techniques in the treatment of some forms of mental illnesses. 
Among these are the preference for physical cures, especially those that 
border on the miraculous. Psycho-therapy is to some extent culture-alien 
in our country. We appear to be a people who are less verbal, less 
expressive and less emotional than the Westerners [Wig, et al, 1987]. 
Wig’s study showed that relatives of schizophrenic patients in India were 
less hostile, less critical and less over-involved than their western coun- 
terparts, but also, they were less warm and less positive, leading to the 
overall conclusion that we are on the whole a low EE culture. Psycho- 
therapy demands an openness to inner experiences, capacity to differen- 
tiate these experiences, sophistication in self-understanding and capacity 
to verbalise. In a country where introspection, especially among women, 
has alow premium, and tacit understanding is the primary mode of inter- 
personal communication, it is understandable that psycho-therapy is 
unacceptable. 

However, the professional and cultural defense of ECT and other 
psycho-pharmacological treatments of mental illness, and the lack of 
non-invasive alternatives such as psycho-therapy, reflected in the NMHP, 
leaves the entire foundation of mental health sciences almost without an 
ethic. The contradictions in the NMHP are evident, for, while it adopts the 
philosophy of community care, it counters its own philosophy by limiting 
the scope, priorities and implementation of the programme to the medical 
model. If community needs, particularly, if women’s mental health needs 
must be met effectively, community mental health care must have an 
autonomous programme that gives due consideration to the wide preva- 
lence of the common mental disorders. Community mental health care 
must question the priorities of the NMHP, mitigate its contradictions, 
debate the medicalisation of mental disorders and evolve ways of ad- 
dressing the mental health needs of the community. 


IV 
Mental Health and Law 


The current Mental Health Act of 1987 has been criticised for not 
departing much from the custodial policy adopted by the Lunacy Act of 
1912 [Dhanda 1993; Shah 1990]. Pertinently, it has been pointed out that 
legislative changes have not kept pace with recent changes in mental 
health practice from traditional custodial care to community care. The 
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recent act refers only to hospital settings, where there is a predominance 
of psychotic disorders; neurotic and other common mental disorders are 
rare. The trend is reverse in the community setting. Again, as in the case 
of policy, we see that legislation is not in conformity with community 
needs, making us question the intent behind the law. The recent law only 
addresses the procedures of commitment and discharge, length of stay, 
etc, and attempts to reform hospital conditions for the patients, but 
without departing from the custodial philosophy of the earlier law. 
Legislative reform has been conservative, retaining much of the older 
Victorian philosophy of custodial care. 

The custodial philosophy with respect to the mentally ill intends, not 
so much to protect the civil rights and liberties of the afflicted individual 
but rather the state power in maintaining law and order in its territory. 
Those afflicted with psychotic disorders, which the law primarily brings 
within its purview, have the potential of being a social threat, of unleash- 
ing violence on the community at large. They, more than the somatisers 
or the neurotics, commit more offences in their ill state, and more 
frequently become entangled in criminal cases. They are more often 
delusional and paranoid and are often enough seen walking about un- 
clothed and unchaperoned on the streets. It is important for the state to 
control the behaviour of these people, just as it is important for the state 
to control the behaviour of murderers, burglers, pickpockets, and so on. 
The common concern of the earlier law and the present law is not so much 
the human rights of the mentally ill roaming the streets or in the hospitals, 
but rather the security of the state. Mental illness, under both the laws, is 
viewed as a security problem and not as a human problem. Only this 
conservative approach of preserving state control over individual 
behaviour can explain the excruciatingly limited scope of the present 
Mental Health Act. 

Where the law relating to the rights of the mentally ill is so narrow and 
the intent is state security rather than individual liberty, it is understand- 
able that its very existence is being questioned by some professionals 
[Channabasavanna 1985]. Channabasavanna urges that we do away with 
the law altogether, because of the way it has complicated hospital 
procedure. The author is responding to the dangers of external, particu- 
larly governmental control over the workings of the hospitals. The 
professional resistance to interference and public control is evident 
here. What is perhaps required is not that we do away with the act 
altogether, but widen its scope and make it address issues pertinent to 
current mental health care practice. 

Women have been getting a raw deal from legislations relating to 
mental health [Dhanda 1987]. The act grants the relatives of patients the 
right to apply for commitment and to seek their discharge. In practise, 
even if a woman patient has recovered and has been discharged by the 
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Board of Visitors, her actual release will not occur unless her relatives - 
come to claim her. It has already been noted in the context of the 
discussion relating to chronic patients, that expecting such benevolence 
from close relatives is far from realistic. Dhanda writes that the act 
“presumes an identity of interest between the lunatics and their relatives. 
The possibility of their interests being at cross-purposes with each other 
is generally not recognised” (p 414). 

Commitment to a mental hospital can be made on the authority of the 
guardian, according to the law. Dhanda (1987) recounts cases where this 
prerogative given to the family has been used against women. In one case, 
a woman was committed by her husband to the mental hospital, because 
he wanted to marry again; another unmarried woman was committed by 
her siblings, because she was an economic liability to them. There was a 
report from Hyderabad (The Hindu 1993) of a woman army official being 
illegally lock up within the military premises from where she was secretly 
moved to ahospital in Pune to have her committed as a mentally ill person. 
The division bench of Andhra High Court directed the military and 
hospital authorities to pay compensation to the woman. 

Dhanda (1987) also reports other cases where divorce cases filed on 
grounds of insanity, sought to establish insanity on the following grounds: 
i) wife refused to consummate the marriage on the first night; 11) acted 
familiar with strangers despite being warned; iii) did not bathe daily, 
despite being a brahmin; iv) put too much salt and pepper in the food; v) 
cried in Bowbath ceremony before the guests; and finally vi) did not 
properly receive the relatives of the husband. There have also been cases 
where medical superintendents of hospitals have colluded witha woman’ s 
husband to have her committed. One district judge granted divorce on 
grounds of insanity, based solely on the husband’s written affidavit. 
Dhanda reflects that given male bias, even psychiatrists’ certification 
may only affirm the prevailing gender equations and discredit the woman’s 
sanity. She reports two cases where such a bias might have existed in the 
professionals’ certification. 

Now all these above cases are of women whose legal rights have been 
violated using insanity as a ground. But very little can be said about the 
civil liberties of mentally ill women, because their rights are not protected 
at all by law. Their right to property, to contract or will their property, to 
deal with their assets in any way they see fit, and so on, are all complicated 
by their mentally ill status. Acts of violence done to themselves and to 
others during a depressive fit, for example, would not receive the court’s 
sympathy. If cases of bride burning are regularly being reported as cases 
of depression related suicide [Flavia 1994], it is because the question of 
moral responsibility for the death can no longer be debated within the 
purview of law. Under the present social situation of mentally ill women, 
the fact that the husband is the legal guardian is not comforting at all, for 
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it would be legally uncomplicated for him and his family to take over her 
possessions and then desert her, or remarry. Much less can be said about 
the human rights of destitute and homeless mentally ill women, and non- 
criminal mentally ill women who have been illegally and needlessly 
imprisoned [Srinivasa Murthy and Dhanda 1993]. 

This paper concludes with the remark that the area of gender politics 
in mental health care raises a number of disturbing issues and questions, 
only some of which have been noted here and discussed sketchily. Health 
professionals, women’s organisations and professional mental health 
institutions need to programmatise the area of women and mental health 
with a sense of urgency. 


Note 


[This study is based on the report I prepared for Anveshi, Research Centre for 
Women’s Studies, Hyderabad. I am thankful to Anveshi for the financial 
assistance received for the project. I have received great personal support from 
Murthy of NIMHANS, Veena, Lalitha, and other friends from Anveshi, for 
which I am grateful. The responsibility for the views expressed, however, is 
solely mine. ] 


1 An equally important area to be studied is the class of mentally ill women 
abandoned on the streets, and particularly, inside supposedly healing temples, 
dharamshalas, chawls and dormitories. I fear that, given the lack of resources 
in mental hospitals, the large scale stigma attached to the inmates of these 
hospitals, the minimal responsibility required to maintain patients here, and 
the greater dependence of women on magico-religious cures would contribute 
towards their seeking treatment for illness in these temples. Thus, a singular 
focus on long-stay patients in mental hospitals alone will give us only a partial 
view of the social victimisation of mentally ill women. To focus only on these 
hospitals would be to simply copy the research problems of the West, where 
these alternative non-professional institutions are not sought as the final 
shelter. 
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Health, Dirt and Images of Organic Food 
Rahul Srivastava 


The food market in the advanced capitalist economies has recently 
had to reckon wih a totally different interpretation of the texture 
of food and its relation to health. The source of this critique is 
the organic food industry, and its intensity is derived from the growing 
popularity of the environment. An examination of this critical edge 
of the discourse on organic food and the metaphors it provides 
for health, is the purpose of this essay. 


BRYAN TURNER, in an essay inspired by the theoretical framework 
of Foucault, discusses how the expanding industrial society of late 19th 
century Europe demanded state intervention in the field of health in spite 
of the valorisation of laissez faire. ‘This was done due to the perceived 
necessity of a healthy labour force needed to increase productivity. 
Interestingly, it was at this time in the discourse of health that the 
metaphor of the body as a machine became popular. According to him 
17th and 18th century discourse on the body and health had its origins 
in a religious language about self control but in the late 19th and early 
20th century the body was no longer informed by “divine sobriety”, but 
by calories and proteins, so that discipline and efficiency could be 
measured with precision and certainty [Turner; 1982]. This was an 
important event with far reaching consequences. 

The business of food processing and its tendency of adding on 
nutritional qualities through chemical break-up of nutrients, or con- 
versely, subtracting harmful properties (excess sugar or fat) to enhance 
the over all nutritional quality of the item, were part of the same discourse 
and continued to work on this metaphor of the body as a machine. 
Research into food processing extended itself into areas as diverse as 
genetic manipulation, fertilisers and insecticides, and today the food 
industry is a combined enterprise of all these endeavors. Awareness of 
the marketability of health concerns has been a constant presence in 
the modern food industry which has responded through the backing of 
profit-hungry technology. “With the growing sophistication in manipu- 
lating the chemical constituents of food, highly processed food is pre- 
sented as ‘healthy’ food, manufactured to have low fat, low cholesterol, 
and high fibre content, in line with current dietary recommendations” 
[Roberts 1991:241]. . 

However, the food market in the advanced capitalist economies has 
recently had to reckon witha totally different interpretation of the texture 
of food and its relation to health. The source of this critique is the organic 
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food industry and its intensity is derived from the growing popularity of 
the environment movement. An examination of this critical edge of the 
discourse of organic food and the metaphors it provides for health, is the 
purpose of this essay. 


ORGANIC Foop 


Organic food is officially understood to be asystem of food production 
which aims to work with natural eco-systems as far as possible in order 
to optimise the background health of soils, crops and livestock. The 
principal goal is sustainability, in terms of maintaining soil structure and 
fertility by using renewable natural inputs rather than chemicals [Beharrell 
and Crockett 1992]. 

In Maharashtra, there has been a conscious effort at organic 
farming, though on a rather small scale. The Institute of Natural 
Organic Agriculture in Pune is one organisation which takes an active 
interest in its practice. There also are anumber of individuals involved, 
largely for personal satisfaction, even though there seems to be a 
growing market for organic food the existing supplies for which seem 
to be insufficient [Rajendran 1994]. The major buyers come from the 
urban upper class sections of society, those who can afford the extra 
cost which goes into its production. Even as there is not much data 
available on the whole business in India, the fragmented image which 
exists, shows remarkable similarity to the organic food industry in 
Britain, a nation which is a significant producer and consumer of 
organic food in the advanced capitalist markets. 

In Britain, even though the organic food movement is marginal in 
terms of its structural position in the market (about | per cent of organic 
food in the market is grown there and two-thirds of the produce is 
exported from abroad [Lisansky Robinson and Coombs 1991:7]), it 
provides important critiques at the level of cultural meanings and images 
of food and health. So powerful is the impact of this critique that even the 
mainstream food industry has begun borrowing its images and attempts 
to market itself appropriately. Food which looks ‘organic’ has been 
manipulated in its marketing by food-processing industries. The 
phenomenon of ‘green consumerism’ where the industry has marketed its 
food as ‘natural’ or ‘healthy’ shows how complex the use of images 
around food has become. Eventually labels circulated in the markets have 
been legislated in Britain. The organic food industry has legal protection 
with the accompanying bodies to enact them against the misuse of the 
label ‘organic’, but the term ‘natural’ and the colour green is still being 
used quite randomly [Roberts 1991]. 

The philosophy and the practice of organic food is often traced back 
to the teachings of Rudolf Steiner in the 1920s and later to the establish- 
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ment of The Soil Association by Lady Eve Balfour in 1946. It is only in 
the 1980s, though, that one finds a major increase in the growth of the 
organic food industry. Specific food scandals related to the industry such 
as the salmonella poisoning in eggs, lysteria in soft cheese or BST in milk 
were causes for concern and the mass media which circulated new 
research findings on health and food, added its own fuel [James 1993]. For 
all these reasons, organic food grew in popularity and what was once seen 
as the past time of eccentric farmers, has become a serious entity in the 
food market. 


TRADITIONAL AND ALTERNATIVE FARMING 


When comparing the context of organic food in India and Britain, 
the use of the labels traditional and alternative farming takes on an 
ironic flavour. These terms are intrinsic to the ‘organic versus 
mainstream’ food debate in Britain where traditional agricultural 
practices refer to mechanised agriculture which includes inputs from 
industry for pest and insect control and increasing productivity. The 
‘mainstream’ food industry is entwined in this legacy of farming. As 
opposed to this the ‘alternative’ farmers who are involved with the 
crganic food movement based on its philosophy of working without 
chemical and synthetic inputs have made their presence felt only 
recently. In the Indian context the ‘alternative’ farming techniques of 
Britain would coincide with the ‘traditional’ practices in India while 
the ‘traditional’ techniques of Britain, would coincide with the 
government sponsored “alternative” ones which incidentally are as 
widespread here as elsewhere. 

The environmental critiques of contemporary mainstream farming 
have more or less similar arguments in both the countries and the debate 
in India is especially focussed on the impact of the ‘green revolution’ 
techniques. The fact that increased productivity of agriculture has not 
lessened the impact of drought or decreased starvation in the world is 
another common point of agreement. The reasons for these are now being 
located in the production practices of food itself rather than in the 
distributive systems of the market which are often seen as hopelessly 
manipulated in favour of the privileged. 

The accusation that organic food is expensive and therefore an elitist 
activity is countered by examining the structural reasons for this expense. 
It is often forgotten that mainstream food is hugely subsidised by 
governments and that the economy of large scale production are in its 
favour. Secondly, the research which has gone into it without the concerns 
of environmental impact is largely focussed on increasing productivity 
often by transforming the very quality of the food itself. Thus the 
inexpensive nature of mainstream food is at the cost of both the environ- 
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ment and individual health while at the same time ignoring the problem 
of unequal distribution of food in spite of its low productive costs. 
Organic food is not as intrinsically expensive as made out to be but 
certainly requires political will which cannot be easily banked on due to 
_ the huge corporate interests which are opposed to it. Recently, because of 
economic sanctions against Cuba, farming through traditional means 
became a matter of compulsion and the government went all out to 
promote organic farming. 

Sidney Mintz in his fascinating study on the history of sugar shows 

how this food was considered to be a luxury item in 18th century 
‘England since its production was heavily restricted. Once colonialism 
widened accessibility to raw materials, colonies were forced to grow it . 
everywhere and huge profits were made by a few. Of course, sugar 
thus became cheap and easily available, in fact it was the main source 
of energy for the industrial workforce, but at the cost of destroying 
many local farming techniques and even the colonized economies 
[Mintz 1985]. 

The proponents of organic food argue that if political will brought 
down the expense of sugar and made it the food for the masses, there is 
noreason why the same cannot happen to organic food too. The only hitch 
being that the cheapening of sugar coincided with huge profits made by 
the related industries and the cheapening of organic food shall only do the 
opposite. Thus the question of political will remains problematic in this 
regard. 

However, our concern in this essay is at another level. One cannot 
deny that organic food has made its impact on the food markets in 
Britain and its arguments are changing consumption patterns rather 
drastically. Notions of health, both of the individual and of the environment 
are of primary concern in this regard and it would be pertinent to take a 
look at the meanings and images organic food generates. In an economy 
saturated by concerns of immediate market forces and large business 
interests itis often in the area of consumption that a critique first emerges. 
Sometimes this takes place in a trivial manner easily co-opted by market 
forces (marketing of eco-friendly products, under the label ‘green’ or 
‘natural’) and sometimes in a more persistent and subversive way 
(demanding a radical change in production patterns itself, which is the 
basis of the organic food industry). 

The word health encloses a number of narratives which portray a 
movement towards an idealised state of being, its images shared by a wide 
spectrum of experiences, ranging from states of individual well-being to 
that of the economy (as in the ‘health’ of a nation). However, equally 
interesting is the range it posits when seen through a cross-cultural lens. 
It is not only different in its images across cultures, it may also indicate 
radically opposing images in its constitution. This will become clear if we 
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see the concept of health as always being relational, that is to say as tacitly 
implying the existence of its perceived opposite, be it disease or a general 
‘lack of health’. Both health and disease are accompanied by definite 
signs and markers. What makes this process lively is that across cultures 
there is a tremendous inter-mingling of these markers and confusions 
emerge when the signs of health in one context become its opposite in 
another. Since the discussion around organic food is based on such 
semiotics it would be necessary to pay attention to. this process. Some of 
the important variables in this context are the images of dirt and decay 
which take on very important meanings in the food markets of mainstream 
food. 


THE ANTHROPOLOGY OF DIRT 


Social anthropologist Mary Douglas’ theory on ‘dirt’ is fairly well 
known. In her view dirt is a relative category, differing from people to 
people and even context to context. She defines it as ‘matter out of place’. 
Dirt is anything which exists in a place it should not be and is culturally 
variant [Douglas 1992]. 

Using this framework one can understand the semiotics of food in the 
market where mainstream and organic food compete with each other by 
classifying what constitutes dirt. One sees that in the super-markets of 
Britain, mainstream food has to undergo strict regulations before appearing 
on the shelves. For purposes as diverse as cost accounting and concerns 
of quality, cucumbers and apples only of a specific shape and size are 
allowed in. The fruit even have certain uniformity of colour and texture. 
Blemishes and the presence of soil on the food item, or even a small 
decaying part of a fruit which in India would simply be consumed after 
cutting off the offensive portion, would be disqualified. This process, 
valid on the grounds that they are safeguarding the health of their patrons, 
also ends up by establishing the rules of what is healthy and unhealthy 
food. So much is dependent on visual appeal that the concerns of health 
often merge with those of good looks and what emerges is a highly 
complex semiotics around mainstream food, which classifies all outside 
its domain as unhealthy, dirty and dangerous. 

How exactly does this happen? To be marketable, food must evoke 
images which are specific to the product in question. Food itself 
must have some perceived qualities which are seen as essential to it. 
Nutrition and taste are two of them. Mainstream as well as organic 
foods make claims for these two qualities, though in rather different 
ways. In addition to these, there are other processes involved. The 
process of decay is also intrinsic to fruit, vegetables, cereals, meat, etc. 
and it is the signs of decay which become the indicators of healthy or 
unhealthy food. 
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Mainstream food uses this to its advantage and creates a huge variety 
of processed and preserved items in its repertoire, by the techniques of 
artificial preservation and colouring. Perishability, along with its associated 
symbols (decay and rotting) are disguised by it which can thus look like 
other attractive products in the market and through processing can lay 
claim to improved nutritional qualities. 

Organic food is limited on this front. But its attempted strategy 1s 
to convert these symbols to its own advantage. This is done by 
claiming that mainstream food is distorting the essential quality of 
food, by disguising the perishability and erasing its symbols, like 
decay. blemishes, uneven colouring etc.. Consequently it not only 
looses its nutrition and taste, but is also in its production and 
consumption, environmentally destructive. Thus, the very same 
symbols of perishability come to signify the opposite within the 
discourse of organic food. 

Organic food demands a reorientation of notions of dirt and the 
properties of that dirt. Thus the artificial colouring agent, the synthetic 
preservatives, pesticides and the chemical fertilisers are all seen as 
dangerous presences. The function of each, visual appeal, postponing 
decay, avoiding wastage and increasing quantity, are all rendered 
unimportant as compared to their harmful effects. And each can be 
seen as misplaced matter from the perspective of organic food. 


~ ORGANIC MATTER AS DiRT 


Mainstream food can be seen as emphasising the negative aspects of 
the ‘organic’ nature of food and the benefits of human intervention to 
transform it. On the other hand, it is precisely the very same ‘organic- 
ness’ which is emphasised by organic food as being its virtue. By being 
critical of treating food like other items in the market it thus distinguishes 
the properties of food from them and claims that the signs of decay which 
mainstream food seeks to disguise are actually indicators of the edibility 
of the item. 

This distinction rests on the perception that the composition of food 
should be as continuous as possible with that of the human body and 
with the natural environment. Without this perception the meaning of 
the word ‘organic’ would not have the same impact amongst its 
producers and consumers. And without the acceptance of environmental 
concerns as indicating serious dangers to the body and the larger 
environment, this perception would not have been possible. This 
exchange of meanings and»metaphors is significant. In pamphlets 
espousing environmental concerns one often comes across the metaphor 
of the earth as a sick body and images of the human body as being 
composed of leaves and vegetables. 
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‘This attempt ata reclassification of notions of dirtreflects the framework 
of Mary Douglas. By claiming that dirt essentially represents disorder, 
wherein the response of doing away with it consists of a reordering of the 
universe, she allows us to perceive the competing discourses as working 
within certain patterns. Yet the specificity of this topic creates its own 
peculiarity. While Douglas uses dirt metaphorically, as a starting point for 
other conceptualisations, we find that here the category has more literal 
implications. And even though the notions of dirt are a site of conflict 
between mainstream and organic foods, eventually the latter attempts to 
transform the notion of dirt itself into a more subtle category, where the 
word ‘organic’ develops interesting meanings. 

The distinction between the images of ‘nature’ and ‘organic matter’ 
must be noted. While there is an exchange between them, they are not 
synonymous. Unlike the word ‘nature’ which may suggest a variety of 
images, from landscapes to human behavior, organic matter refers to 
specific biological processes. Food is a more specific aspect of 
‘nature’ with its own autonomous imagery which is derived from such 
processes. For example, in discussions with informants one often 
found them linking the word ‘organic’ to manure, soil, decaying 
leaves, garden smells etc. All these of course represent facets of 
‘nature’ itself but are more specific. It is around these images that 
mainstream food justifies human intervention, and itis by appropriating 
them differently that organic food markets itself. 

The fact that organic food has managed to create a positive impact with 
the label is indicative of the popularity of environmental concerns among 
the relevant population which allow for the word ‘organic’ along with its 
accompanying imagery, to mean something positive. 

Lady Eve Balfour, an important figure in the organic food movement, 
refers to this imagery of ‘organic matter’ in her work The Living Soil 
published in 1943. The images of decay and reproduction are evoked 
throughout the book and identified more specifically with the 
composition of the soil which is the medium through which food is 
produced. Soil in its ideal healthy state represents the balance between 
reproduction and decay and its quality is the main source of the 
eventual health of the produce. “It is still organic matter, in the 
transition stage between one form of life and another” [Balfour 
1974:25].The main focus of the book is relating the quality of soil to 
the health of individuals. We find her quoting from Adrian Bell’s Men 
and the Fields, where the “true peasant” states that; “If people ate 
more of what’s grown with muck, ther’d not be half the illness about. 
People say that what’s grown with artificial manure does you as 
much as good as what’s grown with muck. But I know that’s wrong. 
What’s grown with chemicals may look all right, but it ain’t got the 
stay in it” [ibid:57]. 
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The linking up of the images of health to the quality of soil, which in 
turn is related to images of rich manure, ‘muck’ with healthy properties, 
is significant. In most readings of contemporary literature on organic food 
as well as the statements received through field inter-action one can come 
across similar images. 

Today organic vegetables and fruit in the shops often have soil 
stuck on it and this has come to be seen as representing its ‘natural’ 
origins signifying good health. ‘Whole meal’, ‘coarse’, “stone ground’ 
are other words which can be seen as part of the same discourse 
attempting to signify “closer to natural” and therefore more healthy 
states. The jagged edges, rough looks have all become marketable due to 
such linking of images. So much so, that mainstream food often simulates 
these images even though the product may not have been organically 
produced. 

This linking and de-linking of images, where a distinction is made 
between organic matter and dirt, and the signs of decay are actually 
infused with the meaning of health, is a significant happening in the 
cultural perception of health. The vision itself is indebted to the 
environmental movement which provided the necessary scientific 
backing to the holistic image of the environment allowing for a sense 
of continuity between the substances constituting the natural world 
and the biological individual, especially through the images of decay 
and reproduction. This is particularly radical in modern cultures where 
notions of health and hygiene have created a semiotics of dirt which 
unjustifiably includes a number of random images. 

It also sensitises one to the fact that the environmental movement itself 
needs to create nuances in the concept of ‘nature’. Besides the well known 
images of landscapes of geography and scenic beauty it also has an 
autonomous sub-set of images which portrays its other side, that of decay 
and rot. The modern sensibility towards hygiene which exaggerates these 
negative images into having a special significance, has been contested by 
organic food. 


NATURE AND ORGANIC MATTER 


What thinking and experience gives rise to these different visions of 
‘nature’, in the first place? Thomas Keith.shows us how ‘nature’ has 
had varying connotations in different periods of English history 
[Macfarlane 1987]. Before agriculture became rational and intensive, 
nature, synonymous with wilderness, had negative implications. This 
was linked to the distinction between the city as representing civility 
and the country, rusticity’[ibid:81]. Increasing control of the natural 
world, especially through rationalisation of agriculture, lead to the word 
‘nature’ as representing values of simplicity and traditional life. Thus 
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increasing urbanisation lead to more nostalgia and is perhaps one of 
the major reasons for its connotations today. 

The forms which agriculture took, via rationalisation of its tech- 
niques, transformed the rural countryside, making it into an area of 
consumption (for recreation) which had to be protected [Goodman 1991]. 
The industrialisation of society lead to an increasing drive to conserve 
“wilderness” areas which came to signify a true embodiment or 
representation of ‘nature’ [Goodman and Redclift 1991:250]. 

The separation of spheres of ‘nature’ from the main human habitats 
allows for myths to generate which infuse the word with positive 
meanings. Yet the every-day world of industrialised society lives at a 
distance from these niches which have become merely areas of 
recreation, as exemplified in the wildlife preserves and sanctuaries. At 
the same time this distance allows for other, negative images of 
“nature” to prevail, thus the processes of decay and rot, also part of the 
natural world, become signs of something negative. These processes 
are very much alive in the modern imagination as images of disease, 
dirt and evil. 

Horror films often show ‘evil’ as represented by filth, decay and rot 
and these connections can be seen to have an older genealogy in Euro- 
american culture. Martha Duncan in her article ‘In Slime and Darkness; 
The Metaphor of Filth in Criminal Justice’ [Duncan 1994] shows the 
historical presence of such connections in literature and art which 
continue to influence the portrayal of evil in contemporary horror films. 
These images, in her opinion, draw from those processes in ‘nature’ 
which are linked to bodily emissions, rot and decay of organic matter. She 
refers to Mary Douglas’s analysis of dirt which places the ‘ambiguous’ at 
the centre of notions of danger, and examines how these processes came 
to signify evil. Thus substances which are neither liquid or solid in their 
composition and texture have a greater chance of becoming signs of 
danger. 

What this shows us is that ‘nature’, with its positive images, and decay 
of ‘organic matter’, with negative ones, exist in the popular imagination 
which connects images from different spheres of life. Images of decay can 
be magnified and linked with certain processes of the perishability of food 
thus exaggerating its meaning to include an aversion of associated 
symbols. This takes place in the context of marketing, leading to the 
whole process whereby organic food has to resist and transform this 
association for it to be more acceptable. 

At a more fundamental level we see the discourse of organic food, 
through its complex use of the semiotics of ‘dirt’, creation of nuances 
in the image of “organic matter” and bringing in a sense of continuity 
between the health of the environment and of the human body, as 
contesting the use of the metaphor of machine for the human body. 
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The integration of markets across the middle-class sections of 
societies around the world reveals a standardisation of consumption 
patterns. Even in the advanced capitalist economies critiques like that 
of the organic food industry are only just making their presence. By 
and large the mainstream food industry, true to its label continues to 
dominate the markets. Its philosophy influences the specific cultural 
logic of different people by its own peculiar aesthetics. Thus in India 
we come across advertisements which promise us that the salt or papad 
being sold is ‘untouched by human hands’ and processed only through 
the finest and most hygienic technologies. A food processing unit 
from Madras claims to cook and seal the most ‘authentic’ idlis and fly 
them to other cities even as the same product is made locally and sold 
quite regularly there. 

The coming of supermarkets with their stringent quality control also 
marks the beginning of large wastage of food as is evident in the 
experience of markets abroad. Most multinationals which made their 
entry into the consumer markets in India did so in the food processing 
sector. The mono-cultivation which inevitably results through such an 
integration of the food-processing unit with farming has its own 
consequences on rural political relations as well as the environment. 
Simultaneously, the urban middle-class consumer gets less nutritious and 
more expensive food while the level of hunger and starvation deaths 
among the under-privileged become an unpleasant reality. 

Interestingly, concerns of hygiene play a major role in the marketing 
of the products and work well with the fears of the middle-class. While 
many of the concerns may have valid reasons considering that even clean 
drinkable water is a luxury and that many contagious diseases in India are 
widespread due to basic unsanitary habits, these fears are immediately 
rationalised for the use of the latest technology to see that all food is 
“untouched by hand”. Obviously, under the concerns of hygiene the 
demand for providing clean water which would bring down the level of 
disease gets a back seat while bottled mineral water gets a secured place 
in the market. 

As far as the discussion on the images of organic matter and dirt go 
in the Indian context, one can only make generalised observations. 
Like urban environments everywhere, one sees a distance from the 
“negative” images of nature. The thought that cowdung can actually 
be a cleansing agent becomes quite unthinkable in an urban context. 
Of course, our tolerance of the presence of organic matter and other 
forms of dirt even in cities is still much higher than our counterparts 
elsewhere and the line between healthy organic substances and pure 
dirt is rather thin. But before passing judgements, the discourse of 
organic food cautions us from glossing over these differences as 
trivial and demands that notions of health and hygiene include the 
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complexity discussed earlier . Lest we lose something important in the 
obsession for cleanliness. 


CONCLUSION 


The sentiment voiced by the farmer in Adrian Bell’s book Men and the 
Fields that “what’s grown with chemicals may look all right, but it aint’ 
got the stay in it” has its own versions in India. One comes across people, 
especially of an earlier generation, claiming that the quality of food they 
ate had more ‘stay’ in it. Or that their grandmothers lived longer because 
of the pure ghee they ate as compared to the refined oil used today. 
Farmers from all over complain that the use of fertilisers does to their soil 
and occasionally a newsmagazine reports the presence of pesticide 
residues in food. There are also generalised and vague complaints that the 
taste of food has declined. One wonders whether all this will add up to an 
awareness of the politics behind eating and acritical inquiry into production 
practices of food and not simply reflect a nostalgia which comes as part 
of every shift in generation. One safeguard against this possibility is 
the experience of the environmental movement which has provided the 
necessary scientific backing to give a special political resonance to these 
random utterances. 

Food has been an interesting source for providing metaphors for 
different aspects of cultural existence. To end this discussion it would be 
useful to listen to an evocative phrase used by an informant in Bombay 
(a hawker owning a ‘wada-pao’ stall) when asked why he felt that the 
quality of life, politicians and values (among a list of other variables of 
his choice) had declined. His response; “Arre bhai, woh toh desi-ghee ka 
zamana tha... yeh toh dalda ka zamana hai!” 
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COMMUNICATIONS 


Plague: The Subaltern Experience 


In colonial accounts of plague the subaltern experience has been 
largely ignored. One such response is to be found in a Tamil ballad 
published in 1906 in Tiruvannamalai. 


THE plague in India has its origins in the colonial period. From 1986, 
when it first appeared on the Indian scene at Bombay, until the late 
1920s, it had claimed no less than 10 million lives. The geographical 
spread and pestilential virulence which marked the plague, seemed 
to confirm, from the British perspective, many of their Orientalist 
stereotypes and prejudices about India. Poverty, squalor, bad sani- 
tation and superstition were seen to, not only cause the plague, but 
also to make it take on epidemic proportions. The reaction of many 
European countries — banning of Indian imports, restrictions on 
Air India flights and the monitoring of passengers who had flown 
via India — is a reminder of how such Orientalist biases continue 
to persist. 

If this was the British response, the Indian elite laid the blame 
squarely on the British. Their reaction to plague control, jas to put it 
mildly, often hostile. Tilak’s condemnation of plague control-meth- 
ods, and the subsequent murder of W C Rand, the Plague Commis- 
sioner of Pune, by the Chapekar brothers is too well-known to students 
of Indian history to need recounting. Similarly, a ‘seditious’ pamphlet 
supposedly printed at the Feringhee Destroyer Press, Madurai and 
circulated by a group of terrorist in the southern districts of Tamil 
Nadu in 1911, pointed to the visitation of plague as a consequence of 
British rule. 


Plague has become an integral part of our country. In the past week alone, 
it is said that 42,700 people have died of plague. Oh! In just seven days how 
many people — how many aryans — have died of plague! This has not 
happened in this week alone. Every week, no less than 40,000 Indians are 
dying of this disease[1]. 


Subramania Bharati, the nationalist poet, published a cartoon in his 
weekly India (1907), in which a stream of rats (‘plague’) is emanating 
from the mouth of a demon (‘poverty’) and the colonial officials are 
_ depicted as attacking the rats instead of the demon[2]. 

What gets crucially left out in such polemics, of both folk, or so to 
speak, the subaltern experience. The common people in colonial 
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accounts, emerge as little more than rumour mongers or super- 
stitious oafs, who cannot see the benefits of a superior medical 
system, while in nationalist polemics, they are so much fodder for the 
propaganda cannon. How then to retrieve the lived experience of the 
common folk? 

Luckily, we have at least one subaltern account of a plague, in a 
temple-town of Tamil Nadu, in the early years of this century. It is a 
chapbook ballad in Tamil, barely seven pages long, published in 1906. 
about the epidemic in Thiruvannamalai. Such songbooks written by 
professional songsters who made a living through selling them were 


quite common in the late 19th and early 20th centuries. Printed on 


cheap and flimsy paper, badly typeset and swarming with errors, 
such chapbooks were hawked at crossroads and marketplaces, and 
sold at about half an anna or even less. Looked down upon by the 
emerging middle classes, this chapbook tradition was part of a vibrant 
culture, which was marginalised by the onslaught of the mass media 
in the middle of this century. Murders, scandals and other matters of 
topical interest were the staple of such chapbooks. In such a context, 
that the Plague Chindu (The Plague Song), for that is the title of our 
sonbook, has survived is what is surprising and not that it was ever 
written. The Plague Chindu is set in Thiruvannamalai, a small town, 
over a hundred km south west of Madras and well-known for its 
towering temple and the annual ‘karthigai deepam’ festival, when a 
massive lamp, visible for several km around, is lit. The song has been 
written by one Choolai Muniswamy Mudaliar, of whom very little 
is known. 

The Chindu starts with a conventional invocation to god Vinayakar, 
and immediately gets to the crux of the matter without much ado. 
“Look at the plight of Thiruvannamalai. Listen to its tragic tale’, is the 
refrain of the song. Briefly, it refers to the origins of the plague in 
Europe and how, much nearer home, it spread to Bangalore, Coimbatore 
and Vellore. Plague is personified as a deity, though malevolent — the 
very antithesis of Lakshmi (Moodevi), whose very look causes 
disaster[3]. Thiruvannamalai too succumbs to its influence. Once 
reputed to be the Kailash on earth, where numerous pilgrims flock, 


now all festivities cease. No prayers are offered. The annual festival 


is called off. 

Is there no god? 

Alas, has he lost his eyes? 

Can he not see? 
the songster cries in exasperation. The malignant influence of ‘saniyan 
(Saturn) is also obvious. Even crows and sparrows have left. If dogs 
and cats perish on the streets, the fate of people is little better. The 
young and the old, school-going boys and virgin young girls, strong 
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youths and the only sons of their mothers — all die like rats! In fact, 
“Yama, his arms tired (of taking lives) looks away wearily.” People 
mortally scared, troop out of the town like a line of ants. Many flee. 
the town much ahead of Pongal (the annual harvest festival). Some 
men even leave behind their families wives and children. They take 
a way all the possessions they can manage to carry. All shops, the 
grain mandy, vessel shops, textile outlets and the grocers close down 
their business. Teeming with people, the railway station presents a 
picture of frenetic activity. The towns of Villupuram, Dindivanam, 
Cuddalore, Thirukolur and Chetpet seem to be their destination: The 
entire taluk of Thiruvannamalai seems to be milling with plague 
refugees. 

And then the municipal authorities and colonial officials take over. 
Our songster is all praise for them. The army is brought in to clear up 
the town and the police provide bundobast. The colonial officials 
watch all this benevolently. The name of the district collector Cumming, 
is expressly mentioned. He is seized of the problem and declares the 
town to be plague-hit. He reassures the people that adequate steps are 
being taken. Every house, every shop is thoroughly cleansed. Only the 
temple is spared! Men are paid to remove the corpses and bury them. 
Survivors are ‘segregated’ (the song uses the ‘English word in trans- 
literated form). 

And then the Plague Chindu also proffers some advice. Put on foot- 
wear. Drink boiled water. Keep the home and hearth clean. Keep foodstuff 
covered. Kill the scampering rats. 

Finally, Choolai Muniswamy Mudaliar rounds of his song with the 
words, “Will a book be enough to set out the travails caused by the 
visitation of the damned plague” and signs off with his name in the last 
line, in keeping with the convention of popular balladeers. 


[I am grateful to V R Muraleedharan for comments on an earlier draft. ] 
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Market, Health and Ideology 
Rhoteric and Reality 


The currently popular opinion that capitalism has been more 
effective than socialism in meeting human needs is belied bya _ 
recent analysis of health performances under the two systems. 


AFTER the release of the World Development Report 1993 much has 
been written on health and development and on the ideas advocated in 
the report. Most critiques of the Report in the media tend to do so from 
a liberal perspective. The ideological assumptions of the Report or of 
the World Bank’s prescriptions is hardly discussed in detail. With 
socialism being out of fashion and ‘end of ideology’ being celebrated 
as the ultimate turning point, few of the critiques implicitly or explicitly 
do not challenge the ideological orientations of the Report. The failure 
of socialism is taken as an axiom and it is presumed that there is no ‘ 
hope for revival of socialism. So minor differences apart, there seems 
to be aconsensus in favour of market-oriented medicine with the private 
sector playing a major role in providing health care, enjoying monopoly 
in some sectors. Of course the need for regulation is mentioned, but 
more as an afterthought than as a necessary condition. This is because 
of the widely held opinion that capitalism has been more effective 
than socialism in meeting human needs and it has survived while the 
socialist empire has collapsed. The ‘moral’ victory of capitalism is thus 
assumed as a proof. 

In this context, an important article ‘Has Socialism Failed? An 
Analysis of Health Indicators Under Capitalism And Socialism’ by 
Vincente Navarro (Science and Society, Vol 57:1) deserves wider atten- 
tion and discussion. Navarro who teaches at Johns Hopkins University 
and is well-known as editor of /nternational Journal Of Health Services, 
has written a book on Social Security And Medicine in USSR. Navarro 
shows that it is possible to compare the two systems and their perfor- 
mances in terms of health indicators. According to him there is no 
correlation between level of medical expenditure and level of health. 
Nor is there a correlation between level of medical consumption and 
level of health. In fact the health of the population is “the outcome of a 
whole set of social, economic and political interventions, among which 
medical care plays a minor role”. For example, Baltimore has an above 
average utilisation rate of prenatal care services for all sections of the 
population but has one of the highest infant mortality rates in the US. This 
is due to the extensive poverty prevailing in the city. Health indicators 
thus do tell us about social and economic development. 
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Navarro does not consider the countries in East Europe, Afghanistan 
and Ethiopia as socialist countries for the changes were brought in by 
forces outside or by military coup. According to him only when a system 
is the outcome of an autonomous revolutionary process, with large 
sections of working class or peasantry participating in it the system could 
be considered as a socialist system. He contends that superiority of one 
system (socialism) over another one can be shown by not only looking at 
comparable countries with different regimes but also by analysing compa- 
rable capitalist countries with different correlations of forces between pro- 
capitalist and pro-socialist’ elements. He points out that since 1958, health 
indicators have improved more rapidly than the rest of Latin America. In 
1955, the life expectancy in Cuba (62 years) was shorter than that in 
Argentina (66 years), Paraguay (62 years). But in 1985 the life expentancy 
in Cuba had increased to 75 years, the highest in the whole continent. In 
terms of other indicators also Cuba had done exceedingly well. Infant 
mortality rate was 81 deaths per thousand in 1955, higher than the infant 
mortality rate in many Latin American countrie. Within three decades this 
was reversed and by 1985 Cuba had the lowest infant mortality rate (13 
per thousand) in Latin America. Similarly when measured in terms of 
indicators like under-five mortality rate per thousand, malnutrition, per- 
centage of infants with low birth weight, percentage of children under five 
years suffering from malnutrition (from moderate to severe), with best per 
capita calorie in take as percentage of requirements. 

The progress made by Cuba in providing basic sanitation facilities to its 
people is also remarkable. In 1956 only 35 per cent of the population had 
water supply systems connected to their houses, compared to 80 per cent 
in Honduras, 44 per cent in Argentina and 63 per cent in Dominican 
Republic. By 1980 Cuba had one of the best records in providing 
environmental services in the whole of Latin America 74 per cent of the 
population had water supply systems connected to their houses, 91 percent 
of people had access to flush toilets. The age-adjusted death rate for 
diarrhoeal diseases was 2.8 per one lakh population in 1988. According to 
the Pan American Health Organisation (PAHO), this was one of two 
lowest in Latin America. The literacy rates in 1950s were ranging from 30 
- per cent to 40 per cent, but now Cuba has the highest literacy rate in Latin 
America 1 e, 96 per cent of the adult population. 

After analysing the health of the nations in terms of such indicators 
Navarro points out 

Given this information, one could conclude that Pope John Paul’s statement in 
Centesimus Annus defining capitalism as the best system to respond to human 
needs in the third world, at least for Latin America may not be fully justified. 
The great majority of peasants and workers — most of the population of Latin 
America — would have a higher quality of life with more substantial socio- 
economic human rights under socialism, than they are having under capital- 
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ism. If the rest of Latin America had the same infant mortality rate as Cuba, 
over two million children’s lives would be saved each year. Cuba is currently 
facing major economic problems, due primarily to the discontinuity of inter- 
national network of support resulting from changes in the Soviet Union and 
Eastern Europe. But these difficulties are no larger than in most Latin 
American countries, which are facing one of the greatest depressions in this 
century. Malnutrition and hunger are reappearing in countries such as Argen- 
tina and Uruguay where these mass phenomena have not existed in the last 40 
years. The appearance of cholera at the continental level is yet another 
symptom of this socio economic deterioration. 


Comparing China and India in Asia, he points out that since the revolution, 
China has fared better than India in terms of health indicators. At similar 
percapita income China has much better health indicators than India. In 
terms of calorie supply per capita also China has made much progress 
when compared to India. Rates of increase in height per decade for children 
five to seven years of age in China over the last two decades has been 
equal to or higher than increases per decade in European countries having 
rapidly increasing high per capita income. Since the introduction of 
capitalism in China in the early 1980s the dramatic rate of improvement 
in infant mortality in the period 1949 to 1980 has slowed down. 

Inevitably the Kerala example is being cited as a model in India, despite 
recent controversies. Often factors like women’s literacy, government 
intervention and investments are cited as major reasons for the outstanding 
performance of Kerala in terms of many health indicators, although per 
capita income-wise Kerala has done as well as other states like Punjab, 
Haryana and Maharashtra. Navarro points out that the dramatic improve- 
ment in health took place from 1970’s onwards, the period with highest 
socialist participation in Kerala’s government. This is clearly evident in 
reductions in infant mortality rates from 1970s onwards. Prior to the 
election of socialist forces (in the 1950s) the health record of Kerala was 
like any other state. But three decades of predominantly socialist policies 
have made their impact. Between 1951-81 the decrease in infant mortality 
rates was 26 per cent for all India, while for Kerala it was 73 per cent, much 
of the decrease was after 1970. This was achieved at per capita incomes, 
similar to those of all India. 

Similarly by analysing the health indicators of Asiatic republics of 
erstwhile USSR with those of comparable countries, bordering the repub- 
lics, he shows that in terms of such indicators they were far ahead of their 
neighbours. According to him “in Africa socialist experience is too new to 
be able to detect significant changes”. He also states that European 
republics of erstwhile Soviet Union do not fare better than the majority of 
capitalist countries in western Europe. But the criticism that health peers 
of Soviet Union were to be seen in underdeveloped countries is not 
supported by data. 
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After analysing the socialism in developed capitalist countries he 
points out that social democratic and socialist forces had played a signifi- 
cant part in creating a welfare state in these countries. Wherever socialists 
have participated in the government, despite constraints public welfare 
and health were given enough attention. In terms of health indicators 
Sweden, Norway and Denmark are ahead of the US. He concludes 


Based on this information one could hardly conclude that socialism is less 
effective than capitalism in responding to the health needs of population. I do 
not deny that capitalism has been effective in some parts of the world, and that 
in some limited instances — limited in both space and time — capitalism may 
have been even more effective than socialism. But the empirical evidence 
presented in this article shows that, contrary to what is widely claimed today, 
the socialist experience (both in its Leninist and its social democratic tradi- 
tions) has been more frequently not more efficient in responding to human 
needs than the capitalist experience. 

Unfortunately, the socialist experience has also included very negative devel- 
opments that have negated important components of the socialist project and 
forced a much needed reevaluation of the socialist project and best road to 
reach it. The distance between socialist theory and practice has too frequently 
resembled the distance between the Sermon on the Mount and Christianity in 
the 2,000 years of its existence. Still, the historical experience of socialism is 
quite short. Capitalism has existed for over three centuries. Socialism, on the 
other hand has just begun. 


K Ravi Srinivasan 
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REVIEWS 


Demographers and Population Policies 
| Malini Karkal 


Regulating Reproduction in India’s Population — Efforts, Results 
and Recommendations by K Srinivasan, Sage Publications, New Delhi, 
pp 329, Rs 350 (cloth). 


INDIA was the first country, in the world, to accept a national family 
planning programme. The programme was launched with a clear ob- 
jective of improving the life of Indian people. The Health Survey and 
Development Committee’s (Bhore Committee) 1946, report identified 
India’s major health problems and recommended various measures to 
improve public health, environmental sanitation, nutrition, and preven- 
tion of communicable diseases. It also suggested the organisational 
structure appropriate for implementing these programmes. The report 
devoted an entire chapter to population, strongly recommending the 
adoption of a national family planning programme as an essential public 
health measure. The specific recommendations contained in the reports 
of the Bengal Famine Inquiry Commission and Bhore Committee were 
instrumental in the family planning programme becoming a constituent 
part of India’s developmental strategy, starting with the First Five Year 
Plan in 1951 (p23). 

In the words of Indira Gandhi (1968), “In fact the very significance of 
calling our movement family planning and not population control, is that 
our aim is to secure the welfare of our people.” The programme outlined 
for the welfare of the people became a programme of population control 
under the influence of western countries and the main among them was 
the US. Davis (1968) argued that large countries such as India and China 
could pose a threat to the western countries as “It seems, that power results 
from sheer numbers, the importance of non-western and less developed 
areas will increase” Dorn (1968) supported Davis when he said “Millions 
of persons in Asia, Africa and Latin America are now aware of the 
standard of living enjoyed by European and North Americans. They are 
demanding the opportunity to attain the same standard, they resist the idea 
that they must permanantely be content with less.” Dorn added. “The 
results of human reproduction no longer are solely the concern of two 
persons immediately involved, nor of their families, nor even of the 
nations of which they are citizens.” Malthusian theory of population had 
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already stated that effects of growing population and shortages of re- 
sources were disease, famine or other disasters, widespread poverty and 
degradation. In other words Malthus provided an explanation of under- 
development. 

Taking acue from the studies of Coale and Hoover (1958) based on the 
data from India and Mexico, it was argued that rapid reductions of fertility 
could contribute to better economic progress (p 34). “In 1959, the Ford 
Foundation made to India its first international population control grant. 
In various countries the voluntary family planning associations were 
gaining strength and making a beginning in international collaboration 
which blossomed as the International Planned Parenthood Federation” 
[Loarell 1968]. 

Under these influences the objectives in the Indian plan underwent 
changes. In the Third Five Year Plan “The family planning programme 
was viewed not simply as a social welfare measure for improving 
women’s health and status, or in helping couples to space and limit their 
children according to their desires, but as a positive policy instrument for 
achieving the country’s demographic goal” (p 34). 

D R Gadgil (1972) the eminent economist who played an important 
role in Indian planning said, “For about 200 years the European people 
have been used to thinking themselves as the natural ruling powers. It has 
been with great reluctance and strenuous opposition at each stage, that 
they have admitted nations or other races to a position of even theoretical 
equality. If now those countries, some of whom are extremely populous 
attain a status of something like real equality the mental adjustment 
required of European people in accepting this fact would undoubtedly put 
them under great strain. There is no doubt that this is partly the explana- 
tion of the great attention paid by the Anglo-Americans to the population 
problem of the Asian countries.” | 

Promoters of population control programmes, those who encour- 
aged the setting of demographic goals to the population policies, 
rather than human welfare, had their own vested interests. “For the 
rich countries of the west the commitment to the concept of inter- 
national equality involves the obligation to make substantial contribu- 
tion to the programmes for reduction of international disparities in 
levels of living by helping to raise incomes in poorer countries. The 
view that the responsibility for the prevalence of poverty in the 
underdeveloped world rests on its continuing attatchment to archaic 
social institutions and overpopulation, serves to divert attention away 
from this moral problem” [Joshi 1974]. 

Access to information as well as services for family planning is an 
urgent need of couples and also their right. However to blame human 
reproduction for prevailing poverty, resource crunch, environmental 

problems, and many of the social problems and reduction in birth rate as 
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the solution, as Srinivasan, the author of the book under review, assumes 
is completely missing the point. 

Promoters of population control policies concentrate on reduction of 
birth rates and at any cost. Srinivasan has no hesitation in saying “family 
planning programme performance during 1976-77 (in India) was the best 
ever realised in the history of any country, with a total of 8.26 million 
sterilisations — more than the total number done in the previous four 
years. Had this tempo continued, even ona slightly more modest scale, for 
a few more years, India’s birth rate would definitely, have plunged as 
dramatically as it did in China” (p 39). He believes, “it seems that India 
made a sacrifice in terms of delayed demographic transition, and possibly 
socioeconomic development to safeguard people’s democratic rights” 
(p 41). Srinivasan must sure have had access to the detailed descriptions 
of series violations of human rights that were the mainstay of the 1976-78 
campaign or for that matter are a part of all implementation of the Indian 
family planning programme. One wonders what the definition is of 
democratic rights that Srinivasan believes in. Incidently, Srinivasan 
surely knows about the forced abortions — even during late gestations — 
and forced and sterilised IUD insertions that are widely practiced to 
implement one child policy in China. The widespread practice of female 
infanticide in China is also well documented. Srinivasan’s praise of 
China’s achievements in demographic goals therefore raises several 
questions. 

It is easy to understand that a national government should plan for 
improving the life of its people. It is therefore natural that soon after 
gaining independence the government of India accepted family planning 
as a national programme as a part of initiation of “a process of develop- 
ment to raise living standards and to open new opportunities for a richer, 
more varied life” (p 27). 

If is difficult to understand how a programme that was initiated as a 
programme to improve the health of the people was converted into a 
programme of population control with a sole objective of reducing birth 
rate. Demographers and biomedical professionals have contributed sig- 
nificantly to this transformotion. The book under review presents a good 
example of how a demographer looks at the population situation from 
different angles and comes to the pet conclusion that there is an urgent 
need to control populationand that will solve all national problems. And 
this is being done inspite of repeated evidence of absence of relationship 
between population size and economic development. As early as the 
1960s, data from developing countries gave a clear evidence of this. The 
World Bank in the 1970s and 1980s showed that the populations of the 
developing countries increased, and yet with the exception ofa few, there 
was an improvement in income per capita, in literacy, in level of nutrition 
as well as in life expectances. Many economists including Simon Kuznets 
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and Richard Easterlin have cautioned that the actual effect of population 
growth on economic development was complex and could not be easily 
used in argument as a basis for promotion of population control policies. 

According to Srinivasan “The effective couple protection rate from 
within the program also seems to be influenced significantly by female 
literacy and infant mortality indicating that the extent of contraceptive 
protection the program offers is influenced by women’s status and child 
survival” (p 211). The three case studies as given by Srinivasan of the 
states that have undergone fertility transition also show that social 
indicators brought about the change (chapter 7). Tinmothy Wirth, US 
representative to the ICPD at Cairo accepts that donor-funded population 
programmes had a narrow focus on reducing birth raes and in attention to 
human rights, women’s health and cultural differences. He points out that 
the developing countries resent the emphasis given to population growth 
as a cause of environmental problem in he absence of a parallel focus on 
the consumption in the North [Wirth 1994]. Debates in the past few years 
have led the population lobby to admit that “numbers tell only part of the 
story” [Mazur 1994]. World Bank (1990) says that it is not population 
growth that leads to poverty, but it is the poverty that leads to population 
growth. There is greater awareness and acceptance that it is the social 
prosperity that brings slower population increase. As seen from the 
presentation in the book under review, Srinivasan seems to be fully 
unaware of the national and international debates that have been widely 
reported. If one looks at the 196 references at the end of the book only 26 
refer to period between 1990 and 1992, and none beyond 1992. Even 
among these 26 mostly deal with available data on births, contraceptive 
use. etc. None is on the discussion the policy issues. Srinivasan blames 
Gandhiji for unpopularity of the ‘artificial methods of contraception’. 
There is not even a mention, since Gandhiji’s name is brought in, about 
Gandian philosophy. Interestingly, an academician, Srinivasan makes his 
comments on this ‘man of the century by referring to another writing. 
Similarly a whole chapter devoted to population policies and programme 
since independence also depends on what Col Raina, first person ap- 
pointed as acommissioner of family planning, a post created after family 
planning programme became a population control programme, wrote in 
1988. All the presentations in the policy statements and the ‘readings 
between the lines’ present Indian policy as apolicy for population control. 
It must be repeated here that even Indira Gandhi was convinced that 
Indian family planning programme was not a programme for population 
control (see reference above). 

The demographer Samuel Preston [quoted by Aird 1993] who was an 
important participants in a study on population, conducted in 1986, said 
that the relationship between population growth and income per capita 
does not provide a basis for a ‘doomsday scenario’ used by, family 
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planning advocated to promote their cause. In. his opinion, it however gets 
public attention and brings in money. Further, “he warned that those who 
use it may crash with it when it is finally shot down”. 

One is not sure whether the book is a “must for students and researchers 
in population studies” but it is surely helpful in pointing to the role of 
demographers in the promotion of population control policies. 
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Note to Contributors 


We invite contributions to the RJH. Original research articles, 
perspectives, field experiences, critiques of policies and 
programmes in health care, medicine and allied areas are 


welcome. Please send manuscripts, preferably typed in 
doublespace. If the material is on a word processor, please send 
us a hard copy along with the matter on a diskette preferably in 
WS4. Address all communications to the editor at the address 
on the inside front cover. 
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Health Research: Strengths and 
Weaknesses 


Ramila Bisht 
Nilambari Gokhale 


Health Research in India: A Review and Annotated Biblio- 
graphy compiled by Foundation for Research in Community Health, 
Bombay, 1995. 


THIS bibliography tries to examine the available literature on health 
research conducted by social science research organisations, aca- 
demic institutions and market research organisations in both govern- 
mental and non governmental sector. This review is particularly 
important as health research in India is of recent origin. The team 
has not only documented the available research carried out between 
1985 and 1992 but has also critically examined it, pointing out the 
gaps in knowledge as well as the methodology of the research. The 
book covers 102 institutions/organisations. Out of 400 documents 
gathered, 250 studies covering five broad topics were selected for 
review. 

This is the largest section of the book. It covers studies on 
provision, access and utilisation of health care services along with the 
evaluation of national health programs,and health facilities in the 
public and private sector. The FRCH team in its review discovered 
that studies have concentrated mainly in public sector instead of 
predominantly prevailing private sector. Even in the public sector 
focus is more onrural public health services, concentrating on primary 
health care services and below, with only occasional focus on hospital 
and other referral facilities. Similar trend is evident in studies on 
humanpower. Unfortunately the approach here is from an operational 
perspective rather than social. 

The review clearly points out the inadequacy of public health services 
to handle the expected range of health care responsibilities, the focus 
being largely on family planning programs. The growing private sector 
is no better. Despite increase in number, it fails to maintain even 
minimum standards. The bibliography reveals that very few research 
studies have been undertaken is the area of finance. In shortlisted research 
studies, the main coverage is on non-governmental sector. The document 
correctly points out that probably the non-availability of recorded infor- 
mation and reluctance on the part of private and non-governmental sector 
to share this information must be barrier to undertaking studies on aspects 
related to finance. 
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Under organisational dynamics the review focuses on management 
information systems in public health care model. The studies report 
duplication of reports and absence of standard formats. Lot of 
information is generated, but its not very relevant or reliable and 
hence cannot be used for decision making or planning. The FRCH 
research team found very few studies focussing exclusively on access 
and utilisation of health services. The bibliography reveals that even 
in rural areas there is predominant preference for the private sector. 
But the studies fail to elicit the magnitude of utilisation of the private 
practitioners and services among various classes of society or their 
distribution in rural areas. The review team in its study reached the 
conclusion that the emphasis has been more on vertical programmes, 
stress being on family planning activities, leading to neglect of other 
important programmes. The evaluations point to the diversity of 
health circumstances present, which speak of importance of priority 
setting. Given limited resources and the immensity of health prob- 
lems facing our country, it is imperative that priorities be set and 
resources be allocated efficiently, if we want to have any impact on the 
health situation of the country. Several health problem are receiving 
attention, but other equally important ones appear relatively neglected. 
The review makes no reference to the recent explosion of funding for 
research on AIDS. There is no doubt of the enormous health signifi- 
cance of AIDS, but it is critically important that research investments 
on AIDS do not take funds from research urgently needed on other 
health problems causing greater mortality and morbidity. Research on 
fertility and reproductive health claims high priority because of 
unwanted fertility and its relationship to population control. The need 
is to undertake research on issues related to women’s health rather 
than just fertility or reproductive health. 

Throughout the book, the reviewers point to the paucity of information 
on private health sector. No wonder this has resulted in hardly any data 
being available regarding their growth, distribution in rural and urban 
areas, standard of medical cure provided or patterns for regulating or 
monitoring them. This is a significant omission pointed out by the review 
team as private health sector is an enormous area rapidly growing under 
the umbrella of liberalisation. The documents stress on research attention 
in areas such as financing of health services and development of health 
system. A visible gap in this book is a review of research studies in 
traditional medicines or indigenous system of medicine and practices. 
Health research in ayurveda, siddha and unani needs to be documented. 
One expected the FRCH team to at least attempt to include it in their 
review of health research. Similarly no attention is paid to research in 
field of mental health and behavioral health which is a major cause of 
morbidity. | 
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EPIDEMIOLOGICAL PATTERNS 


The review team undertook studies in this area with the objective of 
assessing the available evidence on prevalence and incidence of commu- 
nicable diseases and their morbidity and mortality rates. Bibliography 
reveals most epidemiological studies are hospital-based though there is a 
. trend towards doing smaller surveys which generate health and morbidity 
patterns in selected geographical areas. They also discovered that the 
most commonly researched diseases are ARI and diarrhoea. Pointing to 
the gaps in research, the team rightly indicates the need to do cultural - 
epidemiological studies. It points out, though not very explicitly, the 
urgent need for epidemiological data to be desegregated from national 
averages. These average often hide differentials and variabilities in terms 
of geographical area, income, social stratification, various social groups 
— minorities, tribals, immigrants and those disadvantaged due to the 
orocess of industrialisation and modernisation. 

Critically analyzing this area of research the team intelligently sug- 
gests prioritising diseases into various categories. This will help in 
identifying those diseases far which an understanding of the disease load 
is useful. It also points out the need to utilise available data to gauge the 
current disease load which they erroneously feel is sufficient. This is a 
contradiction in the analysis of the reviewers, as they have already 
questioned the quality, reliability and. validity of the available data. 
Despite accepting the ‘unregulated’ nature of private sector, the team 
hopes that better imposition of ‘compulsory notification act’ is possible 
and would help in collecting reliable epidemiological information in this — 
sector. This stand taken by the review team seems rather far-fetched to 
this commentator,as such laws and acts have existed for long — with 
negligible impact. The review-team seems to be unduly hopeful. 

Though health education is a universally accepted component of all 
health programs, the FRCH team throws light on only nine studies 
indicating need for more research in the area. The ajority of studies 
reviewed are evaluations of effectiveness of methods, materials and 
medium used in health education activity. Imparting information is only 
one part of health education. The other objective is to bring about change 
in health-related attitudes and behaviour in directions more conducive to 
good health. Studies examining the second objective of health education 
are scarcely reported. The team, for some reasons has also not delved into 
the methodology adopted by the studies in this sections, which are of 
relevance and should have found a place in a study like this. 

The studies reviewed under this category cover studies on socio- 
cultural factors influencing use of, and access to public health services 
and evaluation of community participation in health care delivery. Large 
number of studies reviewed are KAP/KABP studies which the team 
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reports are accompanied by in-depth interviews, focal group discussions, 
etc in order to enhance the quality of data gathered on people’s belief, 
attitudes, perceptions and behaviour. 

As we all know community participation is of utmost importance, and 
is a desired goal of all community-based health programmes both in 
government and non-government sector. But a look at the studies indi- 
cates that it is still an elusive goal. Unfortunately none of the studies have 
analysed the success or failure of efforts in increasing community 
participation by any agency. Various tenets of community participation 
had not been spelt out in these studies, therefore as correctly pointed out 
by the FRCH team further action research needs to be encouraged and 
promoted. 

The annotated bibliography ends by reviewing studies that evalu- 
ate alternative approaches to health care delivery in public, private 
and nongovernment sectors, especially with regards to cost- effective- 
ness are few and far between. Another important finding is that despite 
trying to make delivery patterns of these nongovernmental 
organisations through their activities are able to bring about improve- 
ments in levels of awareness, it is seldom seen translated into indi- 
vidual or collective efforts at self-care. The team though points out to 
the overall vulnerable financial position of nongovernment sector 
because of dependence on time bound external funding, it does not 
explicitly indicates need to study this whole issue of ‘sustainability’ 
of these experiments. In the field of alternative strategies, the current 
focus is on greater participation of private sector and alternative 
sources of health care financing (Reflected in WDR, 1993). The 
review clearly points out that research in this area is still marginal. 
Studies reviewed present a rather hazy picture of the role of private 
sector in insurance-based health delivery. 

The team also reviewed a few modification in health care delivery 
within the prevailing public health system. In the rural sector, the team 
reviewed the area development projects — an effort towards socially 
integrated approach of the bio-environmental sector control programs. 
While in the urban areas, the team reviewed the studies on establishment 
of health posts with the aim of covering the needs of primary health care 
in urban population. The FRCH team concludes by emphasising that no 
clear understanding of alternative strategies seems to be emerging from 
the literature under review. There is need to look at health sector in a 
holistic manner, recognizing the role of the private sector. It appropri- 
ately cautions that better regulation of private services and well-designed 
research of comprehensive financing systems needs to be undertaken. 
This will bring the private practitioners into an integrated referral systems 
and enhance coverage rather than burdening the people with increased 
user charges. 
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DISCUSSION 


TB: Unrealistic Prescriptions 
Sunil Kaul 


LAST month I lost two more patients, Hardan and Nanu. They were 
under my treatment for tuberculosis and lost their battle without a good 
fight. The WHO has declared an epidemic of TB but in the cacophony 
of AIDS, no one has heard the clarion call to fight it. To be fair, even 
the WHO has tried to focus on the twin epidemics of HIV and TB and 
not on TB alone. Neither Hardan nor Nanu had heard of this epidemic. 
To them TB was a motodi bimari or a big disease. They had come to 
us for treatment because they knew that it cost a lot to fight TB and 
that we provided free treatment at our monthly camp at Lukaransar. 

Hardan and his brother Devidan had come to us within a month of each 
other and neither had responded to the latest WHO prescribed regimen. 
While Devidan had a relapse, the second time in four years, after having 
been declared cured, his elder brother had been picked out by our village 
level workers after they found out that he was buying medicines from the 
market but was unable to afford them. Since neither responded to the 
treatment, they had been sent to the specialists at Bikaner, 70 km away, 
but the second line, Rs 1,500-a-month treatment did precious little to the 
TB bacteria. 

In our quest to provide the latest and the best to our patients, I sought 
the TB people at Delhi to get a tab on the antibiotic sensitivity of the 
bacteria that was playing truant with us. Although Bikaner has a medical 
college, we have only the facilities to grow the organism but no way to 
find out how to kill them. Even worse the microbiology professor 
confessed that she had an unreliable and overworked staff and that she 
could not rely on the results — which take six weeks because of the slow 
growing TB organism — and this led me to Delhi, where politely but 
plainly I was told that I was practising quackery by shifting to the second 
line drugs without drug sensitivity tests. Acting on their advice I sent 
Hardan’s sputum for culture and antibiotic sensitivity and after a lot of 
patient explaining, convinced him to go on to the minimum possible 
medicine. “After all, you’ll get results in 10 weeks and then we can give 
you the right treatment.” I was still smarting from having been called a 
quack and would go by the book, I decided. I got Hardan’s treatment 
endorsed by the doctors of arural hospital which specialises in TB and felt 
that I had salvaged my conscience. 
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Less than a month later, Hardan was brought to us with a severe bout 
of haemorrhage from his lungs, and after his last valiant fight with the 
disease at the Bikaner hospital with the help of all the drugs in the TB 
armoury, he was sent back home where he succumbed the following 
morning. 

Nanu had been on TB drugs ever since our village level worker could 
recall. Incoherent in her speech when I first saw her, I’d got herexamined — 
at way-off Jai ur, and she had been put on as many drugs that I had heard 
of in TB, anc continued to take the same for some months. She didn’t 
collect her drugs for the second consecutive month and I paid her a visit. 
“No way I will take these drugs. I’ ve had enough of them. I threw them 
away the last time and I’1l do the same this time too. For 10 years I’ve 
taken these drugs and enough is enough.” I didn’t try too hard to persuade 
her and came away after telling the family that they could contact us in 
case she changed her mind. She never got a chance to do so as she 
succumbed to TB the following day. 

Devidan and six others are facing death which seems inevitable to me 
and to them. Multidrug resistant TB is increasingly seen nowadays, I’m 
told. WHO would like me to put them on the last priority and not to waste 
money on them. “For chronic tuberculosis, put them on the minimal 
possible medicine and try to keep their infectious nuisance to the society 
to the minimum.” Is that all to it? 

As a public health measure it may sound logical to allow some people 
to die to prevent wastage of drugs, but how does one take this decision? 
Like in Hardan’s case, we might be hastening death by this decision. In 
real time OPDs and with the real time patients from your own villages you 
can’t appear to have given up. Besides, one death means one less regular 
patient in the OPD, a fact which every other patient takes note of and gets 
demoralised by. , 

“After all, some of the patients have to die — don’t feel so upset” 
consoled an expert that I called on. I agree one shouldn’t feel upset about 
someone dying of TB inacountry which loses five lakh people every year 
to this disease. But is it fair? In a world which loses more people above 
the age of five to TB than all the other infections put together, why should 
this scourage of centuries ago get the second least funding of all infectious 
disease programmes? Who decides that AIDS should get the maximum 
funds when all that HIV can do is to make it easier for one infected by it 
to die of the other infections including TB? 

It is well known that TB bacteria — any organism for that matter — 
get resistant to the drugs if they are exposed to improper dosages or 
intermittent and inadequate treatment. Patients give up midway through 
the long haul of treatment for TB; some due to lack of adequate funds, 
some because they feel better early in the course of therapy, and many 
others simply because they were never informed about the nature of their 
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ailment or its treatment. But a much bigger cause is the easy availability 
of anti-tubercular drugs with quacks and other practitioners who have no 
business to be dealing with them. If I have seen Ethambutol — a TB drug 
— béing prescribed to a colleague’s father for his cough, or the whole lot 
of drugs to a patient on the basis of her X-ray which was fit enough only 
to see the eclipsed sun, some of my friends have seen Rifampicin, 
available over the counter, as a cure for gonorrhoea, a common sexually 
transmitted disease. 

Many such ‘quacks’ who prescribe these have proper MBBS and MD 
degrees. Such thoughtless dosing not alone suppresses TB symptoms for 
sometime or spoils sputum examination results, but it also exposes the 
silent TB bacteria (available inside half of the Indian population) to the 
drugs and allows them to develop their resistance against these drugs. The 
strains that we talk of as multidrug resistant have precisely developed like 
this. And then spread from one to another. 

Ciprofloxacin, the most commonly prescribed antibiotic in the market 
since the past few years was found to be effective against TB as a second 
line drug, and could have been preserved for this deadly disease for those 
who were resistant to the other drugs. But what one gets it for are colds, 
coughs, boils, typhoid, dysentry and urinary tract infections. How then 
does one expect it to be of any use now for TB? Where does one go from 
here — to third line drugs which would be doubly toxic and trebly costly? 

The TB epidemic which has been announced by the WHO has come 
about.because of many reasons, only one of which is the recent spread of 
the HIV. To me and many of my ilk, it is only a symptom of the larger 
disease that afflicts us. It is an indicator of the insensitivity of the world 
which would care to spend more on what it may get in the future than on 
what people are dying of today. It tells us about the state of affairs of a 
nation where there is a total lack of administration and a break down of 
drug enforcement agencies. It shows us that we still do not provide 
enough for our people to allow themselves to be able to take the complete 
course of medicines and that the right to live provided for in our 
Constitution is of no avail. Last but not the least, it tells us that we have 
miles to go in educating people so that they can avoid quacks and 
participate better in treatment. 

TB, like other health problems, is too serious a problem to be left to the 
medical practitioners to handle especially when the majority of that 
fraternity sees little but commerce in their practice. The way it is going, 
it needs the collective attention of sociologists, administrators, drug 
industrialists, medical scientists, and that of doctors and the community 
also. The time to act is now. Or else we’ ll have only ourselves to blame. 


Sunil Kaul 
URMUL, Rajasthan 
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FACTS AND FIGURES 


TABLE 1: STATUS OF CHILDREN IN SELECTED COUNTRIES 


Annual No of Under-5 


GNP 


Per Cent 


Per Cent 


Under-5 Deaths Mortality Per Capita of Under-5 of Children 


nnn ne SE UEEEIEtSIyEEIS SSUES SESS 


(thousands) 

1993 
Sub-Saharan Africa 
Angola | 154 
Burundi 49 
Eritrea 29 
Ethiopia 514 
Ghana 116 
Kenya 105 
Mauritius 1 
Mozambique 194 
Rwanda 47 
Somalia 96 
South Africa 85 
Tanzania 202 
Uganda 19] 
South Asia 
Bangladesh 500 
India 3166 
Nepal 105 
Pakistan 740 
Sri Lanka a 


East Asia and Pacific 


China 925 
Malaysia 9 
Philippines | te 
Singapore 0 
Vietnam 104 


Eate ($) Children Reaching 
1993 1993 Under-weight Grade 5 
292 700 - 34 
178 180 38 53 
204 110 _ _ 
204 100 48 9 
170 430 27 72 
90 270 22 i if 
22 2980 24 95 
282 80 - 23 
141 200 29 60 
211 150 ~ 3 
69 2900 - 71 
167 100 29 24 
185 190 23 37 
122 220 66 47 
12 290 69 62 
128 160 70 52 
137 430 40 37 
19 600 38 92 
43 490 17 88 
17 3160 23 92 
59 830 34 75 
6 19310 14 100 
48 170 52 58 


TABLE 2: PREVALENCE OF DISEASES PER 1000 PopPuULATION 1992-93, MAHARASHTRA 


Blindness 


Partial Complete 


TB Leprosy Limbs 
Impair- 
ment 


2.9 0.7 5.7 
1.5 0.4 a 


3 1.0 6.1 
0 0.4 6.0 


0.3 ne 


Malaria Sample 


(Last 
3 months) 


37.4 
31.7 


a3 
44.0 


18.4 


Size 


22183 
7957 


12806 
4817 


9377 


5 
- 0.3 4.8 


Total 

All ages a2. =P 
0-14 years 3:9 iB 
Rural 

All ages 36.5 4 
0-14 years 4.2 2 
Urban 

All ages 26.1 lo 
0-14 years 3.2 0.6 
240 
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12.7 


Val 175 


3140 


1995 


TABLE 3: PREVALENCE AND TREATMENT OF CHILDHOOD PROBLEMS, 
MAHARASHTRA, 1992-1993 


Male Female Rural Urban Total 


I Prevalence of: 
(per cent children 
0-4 years in last 


2 weeks) 
1 By fast breathing 57 TED 15 3.5 5.9 
2 Fever 22.6 20.7 p Pigs 20.8 21.7 
3 Diarrhoea—any 10.8 8.5 10.2 8.8 9.7 
— with blood 1.3 0.7 3 0.6 1.0 
4 Diarrhoea in 
past 24 hours 5.8 4a a2 5.0 5.1 


II Treatment 
1 Acute Respiratory 


Infection 
(a) Per cent taken to 
health facility 84.5 61.0 Powe te ie 72.6 
(b) Per cent treated with 
—Antibiotics 39.7 Dab 4 35.6 37.0* 35.9 
—Injection 27.6 Zou 26.7 PORE &g 25.6 
—Cough syrup 24.1 18.6 Dae 1H i 21.4 
2 Feverg 
(a) Per cent taken to 
health facility 78.1 12a 70.9 82.8 75.4 
(b) Per cent treated with 
—Anti Malarial 9.2 6.4 8.6 6.7 7.9 
—Antibiotics 29.8 30.5 517 27.6 30.2 
—Injection 26.8 Lik 31.0 20.9 pg 


3 Diarrhoea 
(a) Per cent taken to 


health facility 59.6 62.7 57.7 66.7 60.9 
(b) Per cent treated with 

—ORS packets 19.3 16.9 21.1 13.0 18.2 

—RHS at home 31.2 513 31.7 ne pal 33.9 

—Antibiotics 21.1 20.5 22.0 18.8 20.8 

—Injections 11.5 22.9 24.4 10.1 19.3 
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HEALTH STATUS OF CHILDREN 


The health status of children reflects the progress made in achieving 
social development targets and is a measure of the improvement in 
the human condition. While it is true that economic performance is 
not everything and that some poor nations have been able to achieve 
levels of health and nutrition surpassing those of richer nations, the 
crucial factor is the removal of unjust and exploitative economic 
relationships between and within nations. As Table 1 compiled from 
UNICEP’s Progress of Nations shows, the neglect of children is seen 
both in the under- five mortality rate as well as in the number of 
children who reach grade 5 in schools. 

The level of child mortality is a basic indicator of the quality of life 
in a society. In India the National Family Health Survey (NFHS) 
provides national-level and state-level data on fertility, nuptiality, etc, 
family size preferences, as well as on child health indicators such as 
utilisation of antenatal care services, breastfeeding, food supple- 
mentation practices, child health and infant and child mortality. 
The NFHS covers 99 per cent of the population in 24 states and Delhi. 
In all 89,777 ever-married women in the age group 13-49 and 88,562 
households were covered using uniform questionnaires, sample 
designs and field procedures. 

The survey records the following rates of mortality: 
neonatal mortality:the probabilityof dying within the first month of 
life; postneonatal mortality: the difference beween infant and neo- 
natal mortality; infant mortality: the probability of dying before the 
exact age of one; child mortality: the probability of dying between 
the first and fifth birthday; under-five mortality: the probability of 
dying between birth and exact age 5. 

Similarly infant feeding practices and child nutrition have 
significant effects on child survival. These are. recorded in 
Table 4.Childhood diarrhoea is one of the major killer diseases in 
India affecting particularly children under age 5. One of the priority 
government programmes for child survival is the oral rehydration 
therapy programme one component of which is an awareness educa- 
tion programme for mothers in the community. Table 4 compiled 
from several tables of the NFHS shows the proportion of children 
with diarrhoea, children who received treatment with ORS or home 
eae indicators of breastfeeding practices as per WHO guide- 
ines. 

Table 2 shows the prevalence of childhood diseases and other 
problems which affect child mortality rates as well as the health of 
the child, for Maharashtra. Table 3 records how these diseases are 
treated. 


244 RJH (New Series) Vol 1:3 1995 


+z si +e. oe 


Medico Friend Circle 


Publications 


_In Search of Diagnosis edited by Ashwin Patel, pp 175,1977 
- (reprinted 1985). Rs 12. (Currently out of stock) 


~ Health Care: Which Way to Go? Examination of Issues 
‘and Alternatives edited by Abhay Bang and Ashwin Patel, 


pp 256, 1982 (reprinted 1985), Rs 15. (Currently out of 
stock) 


Under the Lens: Health and Medicine edited by 
Kamala Jayarao and Ashwin Patel, pp 326, 1986, Rs 15 
(Currently out of stock) 


Medical Education Re-Examined edited by Dhruv Mankad, 
pp 214, paperback Rs 35, hardcover Rs 100. 

Bhopal Disaster Aftermath: An Epidemiological and Socio- 
medical Study, pp 76, 1985. 


Distorted Lives: Women’s Reproductive Health and Bhopal 
Disaster, October 1990,‘Rs 10. 


Medico Friend Circle Bulletin. Bi-monthly, Individual 
subscription: Rs 30. 


For enquiries 


Ravi Duggal, Convenor, Medico Friend Circle, 
Building 4, Flat 408, Wahatuk Nagar, Amboli, Andheri(W), 
Bombay 400 058. Phone/Fax: 621 0145. 


The growth of movements that can 
challenge both environmental pollution and 
women’s oppression requires all groups to 
re-examine how they define issues and 
choose allies. Feminists will have to look 
for ways to connect reproductive rights 
struggles with the fight against toxic 
chemicals. Environmentalists will have to 
understand that access to safe abortions 
and easily available child care are 
necessary conditions for women’s active 
political participation. Labour activists will 
need to find ways to include women and 
community groups in campaigns for safe 


working conditions and against plant 


shutdowns. 


Nicholas Freudenberg 
and Ellen Zaltzberg 
in Double Exposure: Women’s Health 
Hazards—On the Job and At Home, 
edited by Wendy Chavkin, 
Monthly Review Press, 1984 


4 zy 


PA +| OCTOBER-DECEMBER 1995 


-A SOCIALIST HEALTH REVIEW TRUST PUBLICATION 


New Series VOLUME I 


INDIAN CRIMINAL LAW AND 
INDUSTRIAL OFFENCES 


ECONOMIC ASPECTS OF 
TUBERCULOSIS CONTROL 


FAMILY EXPERIENCE OF EPILEPSY 


INTERPRETING DEMOGRAPHIC 
DATA: SRS 1993 


LEEDS DECLARATION: REORIENTING 
PUBLIC HEALTH RESEARCH 


* Rs 25 


Radical Journal of Health is an interdisciplinary social sciences quarterly 
on medicine, health and related areas published by the Socialist Health 
Review Trust. It features research contributions in the fields of sociology, 
anthropology, economics, history, philosophy,psychology, management, 
technology and other emerging disciplines. Well-researched analysis 
of current developments in health care and medicine, critical comments 
_ on topical events, debates and policy issues will also be published. 
- RJH began publication as Socialist Health Review in June 1984 and 
continued to be brought out until 1988. This new series of RJH begins 
with the first issue of 1995. 


Editor. Padma Prakash 


Editorial Group: Aditi lyer, Asha Vadair, Ravi Duggal, Roopashri 
Sinha, Sandeep Khanvilkar, Sandhya Srinivasan, Sushma Jhaveri, 
Sunil Nandraj, Usha Sethuraman. 


Production Consultant: B H Pujar 


Consulting Editors: 


Amar Jesani, CEHAT, Bombay ManishaGupte, CEHAT, Pune 
Binayak Sen, Raipur, MP V R Muraleedharan, /ndian 
Dhruv Mankad, VACHAN, Nasik _ Institute of Technology, Madras 
K Ekbal, Medical College, Padmini Swaminathan, 
Kottayam Madras Institute of 

Francois Sironi, Paris Development Studies, Madras 
Imrana Quadeer, JNU, C Sathyamala, New Delhi 
New Delhi Thelma Narayan, London 
Leena Sevak, London School of School of Hygiene and 
Hygiene and Tropical Medicine, Tropical Medicine, London 
London Veena Shatrugna, Hyderabad 


Publisher: Sunil Nandraj for Socialist Health Review Trust. 
All communications and subscriptions may be sent to : 
Radical Journal of Health, 
19,June Blossom Society, 
60-A Pali Road, Bandra, 
Bombay 400 050. 


Typs<tting and page layout at the Economic and Political Weekly. 
Printed at Konam Printers, Tardeo, Bombay 400 034. 


VolumeI New Series Number4 October-December 1995 


Letter to Editor 


As24 


yeditorials: Medicos’ Strike: Relevant Issues Amar Jesani 
Signs of Distress Padma Prakash 


Indian Criminal Law and Industrial Offences 


Critique and Case Studies 
Sapna Malik 


Economic Aspects of Tuberculosis Control in India 


Sujata Rao 


Family Experience of Epilepsy 
Premilla D’Cruz 


Document 


Leeds Declaration: Reorienting Public Health 


Research 


Communications 


~ Utilisation of Maternal Health Services 


Report from Rajasthan 
P R Sodani 


Interpreting Demographic Data 
SRS, 1995 
S Ramasundaram 


Review Article 
Sustainable Development: A Limited 
Framework x 
K J Joy 


Index 1995 


ee a 


RJH (New Series) Voll:4 1995 


246 


247 


203 


264 


281 


296 


302 


309 


319 


LETTER TO EDITOR 


UN Status of the Holy See 


AS the United Nations celebrates its 50th anniversary and engages in process 
of reviews and reform, we urge the UN Organisation, the secretary-general, 
and member states to evaluate the appropriateness of allowing the Holy See, 
a religious entity, to act on a par with states in the United Nations. We believe 
that the Holy See, which operates in the United Nations as a non-member 
state permanent observer, does not meet accepted criteria for statehood and 
that it is in reality the governing arm of a religious, not a civil institution. 
Furthermore, a study would document that the Holy See overreaches — with 
increasing frequently — its observer status and obstructs action and the 
development of consensus among member states. Should this study conclude 
that the Holy See does not meet reasonable, contemporary criteria for statehood, 
we would further urge the United Nations to change the status of the Holy 
See to appropriately reflect its nature as a significant non-governmental 
institution. Clearly, the Holy See operates at the United Nations to promulgate 
religious viewpoints. Time and time again, we have seen demonstrated the 
inappropriateness and the negative effects of allowing the Holy See to use 
the UN system to advance the theological positions of the Catholic Church. 
For example, Holy See delegates, invoking the Roman Catholic ban on 
contraception, routinely attempt to hinder access to all family planning methods 
except for the one approved by the Vatican — periodic abstinence. In UN 
conferences from Rio de Janeiro (UNCED) to Beijing (FWCW), there has 
been an incrreasing vehemence in Holy See diplomacy that sacrifices sub- 
stantial UN consensus on matters of women’s rights and reproduction to the 
theological agenda of the church. As the United Nations increasingly focuses 
on social issues in addition to political conflicts, the Holy See’s intractability 
becomes even more problematic. In the spirit of the FWCW, we can no longer 
ignore the problems presented by the UN status of the Holy See. The well- 
being of countless individuals is at stake. We, the undersigned, believe it is 
highly inappropriate for the Roman Catholic Church to participate as a voting 
member in UN conferences — something it can do only by virtue of its UN 
status as a non-member state permanent observer. The United Nations has 
an ethical obligation to be neutral regarding religion. The privileges now 
granted to the Roman Catholic Church under the auspices of the Holy See 
violate such impartially and, in the interest of fairness, should be revoked. 


Caribbean Association for Feminist Research and Action, Trinidad and Tobago, 
Catholics for a Free Choice, Washington, DC USA, Center for Women’s Global 
Leadership, New Brunswick, New Jersey, USA, DAWN (Development Alternatives 
with Women for a New Era), St Michael, Barbados, International Women’s Health 
Coalition, New York, USAm International Women’s Tribune Centre, New York, 
USA, Latin American and Caribbean Women’s Health Network, Santiago, Chile, 
National Coalition of American Nuns, Chicago, Illinois, USA, Stiching Onderzock 
en Voorlichting Bevolkingspolitiek (SOVB) (Foundation for Information and Research 
on Population Policy), Amsterdam, The Netherlands, Women in Development in 
Europe (WIDE), Brussels, Belgium, Women’s Global Network for Reproductive 
Rights, Amsterdam, The Netherlands, and others. 
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Medicos’ Strike: Relevant Issues 


By not incorporating a wider demand for expanding and revitalising 
public health services with the wage and service conditions demand, 
resident doctors may willy nilly aid the state’s drive to destroy 
public health services. 


THE withdrawal of the long strike by resident doctors in Maharashtra 
@geyz, has brought relief to the poor patients but has hardly resolved the 
issue raised in the strike. Several critical issues have remained hidden 
and unarticulated. The main demand of the strike was for upgradation 
of worfaging conditions, get parity in wages and working condition with 
those given to the resident doctors in Delhi. What they got at the time 
of withdrawal of strike is an increase in pay far short of that given to 
the resident doctors in Delhi and empty promises for improving working 
and living conditions. More importantly, the association is left with a 
divided leadership and rank. 
| The Maharashra Association of Resident Doctors (MARD), which led 
the strike and was born out of the resident doctors strike way back in 1971- 
72, has been responsible for an average of one longish strike every four 
or five years. Most of them have been on the issues of wages, working and 
living conditions. The only exception perhaps, was in 1985 when there 
was a long strike to oppose the govenment decision to start private 
medical colleges charging capitation fee. This exceptional strike took 
place under exceptional leadership, and it was one of the very few 
organised, though aborted, efforts to block increasing number of private 
medical colleges by a section of doctors. 
Doctors being part of a vital service section affecting lives of people 
- and patients, their strikes will naturally be viewed more closely and 
commented upon by the wider society. Many would find it difficult to 
view such strike as one more trade union struggle, and would seek 
explanations on the role being played by doctors as a social strata in 
general and as employees of public hospitals which are meant for service 
to the poor, in particular; and the cause and consequences of the strike on 
the health services. That is the reason why during the strike many felt that 
their demands were justified but not the action. Such areaction may sound 
contradictory, but it is a situation created by the doctors, including 
resident doctors, themselves and a part of the responsibility must be 
owned by the MARD. 
__ Indeed, there is not an iota of doubt on the justification of demands 
raised. It is also true that the larger responsibility for pushing resident 
doctors to strike rest on their employer, the government. The resident 
doctors are so vital for the public hospitals that in their absence it is not 
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possible to carry out normal functions of the patient care. On this ground 
alone, technically and legally, the argument that they are just training for 
their post-grduation and so are not ordinary employees, is not convincing. 
Besides, the resident doctors are full-fledged doctors, who are involved 
in further studies while providin g patient care full-time. Itis also clear that 
the payment given to them is really low and not commensurate to their 
education, skill and the amount of work put in. The state has been 
~ throwing crumbs to one section and depriving another, and waiting for 
the aggrieved section to raise the stakes. Conspicuously missing in the 
state policy are uniform standards for the payment to resident doctors 
across the country. This is when post graduate education is controlled 
and standardised at the national level. Behind the deliberate dis- 
criminatory payment system even is the state’s obvious intention to 
divide, a well known dirty management policy devoid of ethical social 
considerations. 

Would the government be in a financial position to pay the extra few 
crores to the resident doctors. The argument put forward was that, since 
two-thirds of the budget of the public hospital is spent on salaries of 
employees,acceptance of the demands of the resident doctors would 
further reduce government expenditure on other vital supplies like drugs. 
There is, of course, no substance in such arguments. The bigger share of 

the expenditure is going to employees not because they have conducted 

too many strikes and the government has been generous in paying them, 
but because the government spending has not increased at the rate it 
should. Besides, there are areas where the government is indulging in 
unnecessary and conspicuous consumption, the resources of which could 
be better used for the health care of people. 

Apart from that, a more important issue is the situation prevailing in 
the private medical care sector. The burgeoning medical market, the 
vulnerability and lack of resistance on the part of patients (consumers) 
and virtual absence of effective regulation of medical practice and the 
price in the private sector, have ensured a three to five times more average 
income for the doctors in private sector than their counterparts employed 
in the public sector. Such a disparity in income will inevitably lead to 
either exodus of doctors to private sector or to great unease among public 
sector doctors, to the extent of pushing them to go on strike for better 
wages. It is known that a larger number of experienced full-time doctors 
are now leaving public hospitals to join private sector ss”. Many have 
stayed put because of the government policy to allow private practice or 
to turn a blind eye to the unauthorised private practice by them. Only a 
small minority has continued with complete commitment to the service. — 

The point is, that unless the cost of medical care in private sector is 
effectively controlled and the doctors’ average income there kept at a 
reasonable level, there is no long term solution to the recurrent restless- 
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ness of public sector doctors on economic demands. Besides, such price 
control is desirable in the situation where 80 per cent of medical care is 
owned and controlled by the private providers and the cost of health care 
is ruining people’s and nation’s economy and the health. Being trainees 
for the post graduation, the resident doctors do not have an option of 
opting out of the public hospitals, nor does their work load permit them 
to spend time in unauthorised private practice. This explains why the 
resident doctors and not the full-timers agitate more often on economic 
demands. The very fact that the government is allowing budgets of public 
hospitals to stagnate or is introducing cuts, and that it has shown no 
intention to regulate private medical care nor costs/prices, shows its 
intention to let public health decay and private medical market flourish. 

While resident doctors have argued tog justify their demands,they 
have shown no responsibility towards seeking regulations over the 
private sector in order to save public hospitals. Indeed, they do not have 
much good opinion of the public hospitals, nor % their real destination is 
to serve people by joining the public hospitals after gegting post graduate 
degrees. No demand has been made for increasing number of public 
hospitals in the under-served parts of the country to increase theirchances . 
of employment after completion of their degrees. This demand has never 
been made in any resident doctors’ strikes across the country in last 
quarter century, with the notable exception of the West Bengal agitation 
in 1970s when it was made an important issue. At least here,the interest 
of resident doctors converge with the government, for they intend to 
become a part of medical trading community after studies and like 
government they would also like to preserve the private sector as a sacred 
cow not to be touched by any regulation and price control. 

Indeed, while the government (whose health minister is a medical 
doctor) showed no signs of worry for the suffering of patients who 
could not get medical care during the strike, the resident doctors 
hardly put any effort in organising parallel out patient clinics to help 
even a tiny proportion of sufferers, as the MARD had tried to in many 
previous strikes. Both showed insensitivity to suffering masses,and 
used that suffering to make their point in justifyint the stands taken. 
Needless to add that no effort was made to inform and educate people 
and gain their confidence and support for the extreme step they were 
taking. In the demands highlighted there none was directed at improv- 
ing patient care. While, admittedly, resident doctors find it difficult or 
impossible to have a decent middle class standard of living tte one 
wonders whether they do not find it difficult to practice medical care 
ethically with the medical resources and facilities they are provided in 
the public hospitals. Isn’t equally essential for doctors to have ad- 
equate living standard as well as to have adequate patient care 
facilities for ethical and reasonable quality medical practice? A 
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doctor’ s agitation, including strike with a demand for areasonable and 
minimum quantity and quality of health care for all people would 
generate real support from the poor users as well as a large section of 
present non-users of government hospitals across the country. 
Strikes by service doctors are not so uncommon in our country and 
indey | the circumstance, they would continue to strike for their wages. The 
basic conflict between employer and employees is a reality of present 
social order. While lamenting people’s suffering, the task of reorient- 
ing doctors who are in the public sector to combine their trade union 
demands with the demands for minimum standards of quality and 
ethical medical care needs to be taken up. This is more urgent now than 
ever, for the government is bent upon destroying public hospitals so 
that its future actions for outright privatisation do not meet with much 
resistance. Health care has been, politically and economically a ‘non- 
priority’ issue for the poor who are still struggling to just survive. 
They would find it difficult to come out on the streets to defeat 
privatiation moves. Health and other workers in the public hospitals 
are better placed to provide initial resistance which might create an 
atmosphere for the poor to extend stronger active support. Doctors are 
part of that lot. This strike only showed that while raising a justified 
demand, the resident doctors have not moved closer to the people they 
are serving. On the contrary they seem to have moved closer to their 
counterparts in the private sector. Their upper class and caste back- 
ground, aspiration to join medical care trade, make this easier. In last 
five years of new economic policy, the elite stratas - transporters, 
stock-brokers, lawyers, private sector doctors (reactionary strike 
against consumer protection act), etc — have shown increasing 
assertiveness. Therefore, for the socially conscious and ethical doc- 
tors, the task to affecting change in the medical profession’s attitude 
and consciousness has become even more difficult. 


—Amar Jesani 


_ [Fora lively debate on this subject, see Sujit Das,’ Doctors in health care: Their 
role and class location’, SHR, September 1985: 57-66; Anant Phadke ‘Organising 
doctors: Towards what end?’, SHR, December 1985: 148-150; Thomas 
George,,’Contradictions where there are none’, RJH, June 1996: 40; Sujit 
Das,’Organising doctors: A difference in approach’, RJH, September 1996: 
73-4 and Anant Phadke,’ Medical officers—the ‘new middle class’?, RJH, 
December 1986:107-8.] 


|. Have you renewed your subscription to RJH for 1996? 


250 RJH (New Series) Vol 1:4 1995 


Symptoms of Distress 


Witch-hunts, being reported so frequently, are a sign of the increasing 
systemic distress. Not only is the public health system collapsing, 
so are social support systems. 


SOME months ago, newspapers reported the brutal mob attack on a 
woman, a retired worker of the Bharat Coking coal in Dhanbad district, 
for allegedly practising witchcraft and causing the death of some 10 
people in the village. The woman had earlier been driven from the village 
for having caused the death of five people in the area last year but had 
returned her grandson’s wedding and thereafter had stayed back to attend 
her daughter’s funeral. What is of significance is that almost all the 
victims of the alleged witch had been suffereing from tuberculosis or 
other severe illness, as was her neighbour’s daughter, the latest ‘victim’. 
The ‘witch’ was not only lynched but her body was thrown in a nearby 
ditch reportedly because there was no money for the funeral. 

The lynching of women, usually alone with little economic or social 
support, for allegedly using witchcraft to cause death or disease in the area 
is not an unheard of phenomenon. And more often than not, these women 
have been the community healers, particularly of women, and represent 
the support system which systematised medicine cannot provide. In 
history, at the time of the rise of professional medicine, witch-hunts were 
conducted to weed out lay women practitioners. Often these women, the 
repositories of generations of folk knowledge and practices, were better 
able to diagnose and treat health problems than the male practitioners. 
While this period of battle ended with the victory of the new state- 
sponsored medicine, and the more or less banning of lay practice, the 
latter never quite disappeared for along time. Only with the very effective 
modern medical practice was folk medicine forgotten in the west. 
However, the story is a little different in countries like India where there 
existed systematised traditional medicine parallely with lay practitioners. 
While there is not much material available on what was the nature of the 
relationship between lay practitioners, such as the dais, or the so-called 
‘witches’ in the period before the entry of ‘modern’ medicine,there is 
increasing evidence that communities depend on lay healers, other than 
the formally recognised dais. The Dhanbad ‘witch’ for instance was 
probably one such; while the numerous reports emanating from Bihar, 
West Bengal and tribal regions of Madhya Pradesh and Maharasthra may 
well be documenting a process which needs to be better understood. 

In Dhanbad,it is clear that people had no access to health care 
services and so resorted to symptomatic ‘treatment’ given by the 
alleged witch. Having got no relief, and little understanding the nature 
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of the disease it is not hard to comprehend, why the ‘healer’ was 
transformed into a witch. Ina tribal region of Dahanu (see SHR: Vol I, 
no 2 for an analytical report) witch-hunting became more visible 
because of a number of factors: the denudation of forests and vegeta- 
tion which provided the local medicine man with the necessary herbs 
with the result that the women healers began to be seen as an alterntive 
threatening the livelihood of the ‘medicine man’. In West Bengal, 
while it is not clear whether these women were healers in the same way 
as in Dahanu, it is obvious that they provided some form of support 
which may have turned malignant under conditions of deprivation. 
The fact is, that these incidents must be read in the larger context of 
developments in health care as well as the social and economic change 
that is occuring. 

Witch hunts and the lynching of old and destitute women are 
closely related to early deaths of breadwinners, of male children or 
long and critical illnesses or, financial misfortune. In other words, 
such attacks come only is a society which is being subjected to severe 
stress, economic, social and political. Not surprisingly, the object of 
attack is the weakest component of society, women and especially 
destitute older women, who paradoxically are people who may have 
been the community’s last resort in illness. This is why the large 
number of reports of the lynching of witches must be viewed with 
grave concern —they are the first signs of grave systemic distress 
which will reverse all progressive gain. 


Padma Prakash 


Subscription Rates 
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Indian Criminal Law and 
Industrial Offences 
Critique and Case Studies 


Sapna Malik 


Criminal law is there to protect us against the evil, dishonest 
and reckless actions of wayward human beings. So serious are 
the offences, that the state carries the burden of prosecution; for, 
these are not simply civil disagreements between individuals, but 
crimes against society asa whole. However the entire system crumbles 
when the state itself is guilty as a contributor to the offence, or 
is in collusion with the offender to frustrate the proceedings. 


TO DATE, the union of India’s record regarding its treatment of in- 
dustrial crimes against the person has been at best paltry and at worst 
vindictive, and its reaction, or rather inaction, towards the Bhopal tragedy 
proves that its Joyalties lie with the perpetrators of these crimes rather 
than the victims. 

The legislation existing prior to the Bhopal tragedy dealing with 
environmental pollution and worker’s health and safety, namely the 
Water (Prevention and Control of Pollution) Act 1974, the Air (Preven- 
tion and Control of Pollution) Act 1981 and the Factories Act 1948, was 
a motley bunch of measures of little real substance. The subsequent 
amendments to these acts and the introduction of the Environment 
Protection Act, 1986 enacted in the wake of Bhopal, merely emphasise 
the pro-industrialist, anti-citizen/worker stance of the legislature in this 
potentially corporate-threatening area. 

In essence, the legislation denies the citizens the right of direct access 
to the courts (a right enshrined under general criminal law, vide s190 of 
the Code of Criminal Procedure) since it is only on complaint through a 
government body that offences under the acts are recognised. With the 
‘environmental acts’, complaint must be made by a State Pollution 
Control Board (PCB) (s49 WA; s43 AA; s19 EA), these bodies generally 
being as much agents of industry as of government. Admittedly, some 
minimal recourse is provided to the individual wishing to take private 
action on condition that 60 days’s notice of intention to make a complaint 
is given to the relevant Board, thus allowing the culprit adequate time to 
temporarily appease the situation. Even then, the PCB may refuse to make 
available to the individual the necessary information to put forward acase 
— ironically under the guise that it would not be in the public interest to 
do so. . } | 
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Under the Water and Air Acts, the severest punishments (for instance 
for failing to restrain apprehended pollution) carry a minimum sentence 
of 15 and maximum sentence of six years together with a fine of an 
unspecified amount, these limits being raised to two and seven years, 
respectively, if the contravention continues for more than on eyear past 
the date of conviction. The Central Pollution Conrol Board claims that 
since the introduction of the Water Act over 20 years ago, a total of 129 
cases brought under it have resulted in imprisonment. However, when 
pressed for further information as to actually how many people have been 
put behind bars once their avenues for appeal have been exhausted, and 
the length of prison terms served by these unfortunate offenders, the 
central and state boards are mysteriously quiet. A corresponding figure of 
97 imprisonments is given for the somewhat younger Air Act. 

Under the Environment Protection Act there is no minimum sentence 
but offenders may be punished with up to five years imprisonment and/ 
or Rs 1 lakh (about US $ 3,300), or up to seven years imprisonment if the 
offence continues for more than one year past the date of conviction. 
Offences under this latter Act include those relating to the manufacture, 
storage and import of hazardous chemicals; the management and han- 
dling of hazardous wastes; and the manufacture, use and storage of 
genetically engineered organisms. 

The Factories Act 1948 was considerably revamped by the Factories_ 
(Amendment) Act 1987 after the horrific and, more significantly, high 
profile nature of the Bhopal disaster. Penalties were stiffened and a new 
chapter added to deal specifically with hazardous processes. Even so, 
under the present-day act there are still no minimum stipulations for terms 
of imprisonment, and the minimum fines set for contravention of certain 
duties leading to death or serious injury are Rs 25000 (about US $ 830) 
and Rs 5000 (aboutUS $ 170), respectively. Thé maximum penalties laid 
down for offences involving hazardous processes are seven years impris- 
onment and/or Rs 2 lakh (about US $ 6,670) and 10 years imprisonment 
if the offence continues one year past the date of conviction. 

As well as enhancing penalties, the Amendment Act of 1987 also 
brought about the inclusion of workplace exposure limits for certain 
toxins, now contained in the second schedule to the 1948 act. This 
amendment, however, is not so encouraging when it is realised that the 
values listed are taken from the American Conference of Government 
Industrial Hygienists (ACGIH) of 1968; a conference where corporae 
representatives — listed officially as ‘consultants’ — were given primary 
responsibility for developing limits for their respective company’s prin- 
ciple chemicals. No doubt factory employees would be less than reas- 
sured if they knew ‘that the likes of Dow Chemicals and Dupont have been 
instrumental in détermining the exposure limits and carcinogenic risks of 
the chemicals they encounter through their daily work. 
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On top of the drawbacks outlined above, the Factories Act 1948 is also 
extremely restrictive in its application. Offences under the act are 
recognised only on complaint by, or with the previous sanction of, the 
relevant Factory Inspector (vide s105). There is no route whereby 
affected workers can by-pass this rigidity and directly approach the court 
for restitution, a factor which played a significant role in both the case 
studies cited below. In addition, complaints under the act are time barred 
after a period of three months from the date on which the commission of 
the offence came to the knowledge of the inspector, providing a conve- 
nient means of foiling, or fouling, an attempt to seek justice. 

Because of the restrictions placed on litigation under these various 
acts, and because of the tendency of the ‘environmental acts’ in particular 
to regard environmental pollution as a ‘public nuisance’ rather than as an 
assault on, and invasion of, the body, it would often be more apt to fight 
a case via the Indian Penal Code 1860, and within the confines of the 
Criminal Procedure Code 1973 (although, as shown by the case of Bhopal 
and the TISCO fire disaster cited below, this is no guarantee of success). 


Two CASES 


In a case at Hindustan Lever, several workers contracted what was 
eventually diagnosed as contact dermatitis through the use of gumboots 
in 1993. Since adequate medical treatment was being denied to the 
sufferers by the company’s medical officers they had no option but to seek . 
recourse at the government-run Sion Hospital, alo in Bombay. A report 
issued by the hospital confirmed that the contact dermatitis is listed.as a 
‘notifiable disease’ under the third schedule of the Factories Act 1948 
(FA). Section 89 of the act stipulates that where any worker in a factory 
contracts a disease specified in the schedule, the manager shall send 
notice to the appropriate authorities (s89(1)); and if a medical practitioner 
is attending on such a person s/he shall without delay send a report to 
the chief inspector of factories, with details of the disease and patient 
(s89(2)). | | 

However, the penalty for non-compliance with s89(2) is so light as to 
be ineffective, since any medical practitioner failing in his duty is liable 
to a fine of up to Rs 1,000, or about US $ 33 (incidentally, this was 
increased from a maximum penalty of Rs 50 — or US $ 1.70 — by the 
Factories (Amendment) Act 1987). When viewed against some of the 
other ‘notifiable diseases’ contained within the schedule, the true value 
placed by the legislature on occupational health and safety is plain to see. 
The list of 21 diseases includes such killers as mercury, arsenic and 
benzene poisoning; asbestosis; silicosis; and occupational cancer. 

Perhaps because of its minimal impact the factory inspector who 
visited the plant to observe the workers in distress decided not to bring any 
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action against the concerned medical officr or the other medical officers 
for contraventions of their statutory duties. A complaint was, however, 
filed him against A Lahiri, as occupier of Hindustan Lever, for violation 
of his duties under s7A of the act. This section stipulates that “every 
occupier shall ensure, as far as it is reasonably practicable, the health, 
safety and welfare of all workers while they are at work in the factory” 

-(s7A(1)). Contravention of the section is punishable with imprisonment 
of up to two years and/or a fine of up to Rs 1 lakh, or about US $ 3300 
(vide s92 FA). For two months Lahiri dragged his feet in responding to 
the workers and did not inform the inspectorate of the situation. 

The complaint was filed by the factory inspector on October 29, 1993 
at the Metropolitan Magistrates Court, Dadar, Bombay. However, less 
than six months later, on April 14, 1994, the same inspector applied to the 
court for withdrawal of the complaint. This came about for no apparent 
bona fide reason; in fact during this period a medical report from Sion 
Hospital was made available to the court which further corroborated the 
medical evidence against Hindustan Lever. As detailed above, offences 
under the Factories Act are only recognised if a complaint is made by, or 
with the previous sanction in writing of, a factory inspector (s105). 
Consequently, the right of withdrawal of a complaint is also confined to 
the inspector, who is thus given a free rein to influence the prosecution of 
an offender with no regard to the demands of the victims. What is a moot 
point, however, is whether consent to the withdrawal by the presiding 
judge or magistrate should be active or merely passive (this is not set 
down in the relevant section of the Criminal Procedure Code, s321). Inthe 
given case, consent was granted on September 21, 1994 on the grounds 
that all the due formalities had been completed by the inspector. No 
consideration was given to the evidence previously submitted which 
proved a strong case of wilful neglect of statutory duties. 

On the basis that such consent should be active, and citing a 1994 
Supreme Court judgement holding that if prima facie material exists in 
support of the prosecution, the judge may decline to grant consent, and on 
the basis that s.105 FA is bad in law — as being violative of employees’ 
rights under Articles 14 (the right to equality before the law) and 21 (the- 
right to protection of life and personal liberty) — and thus unconstitu- 
tional, a public interest litigation was filed in the high court at Bombay, 
by some workers, through their union representative and an employee. 
The petition was filed in October 1994 and will not come up for hearing 
for at least another year. In the meantime, the affected workers have not 
been granted any interim relief and two union activists have been 
suspended. 

The Hindustan Lever case unfortunately shows that even in a situation 
where several factors would suggest a successful outcome, the competent 
authorities will only go so far to rock the industrial boat. Here, the 
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employees were active in voicing their complaints; their union willing to — 
help them fight; the factory inspector sympathetic to worker healthissues; — 
and the government doctors quick to identify the notifiable disease, yet 
still the company was given a mere prod that it should take more care of 
the health of its workforce. What if next time it is the lungs of the workers 
rather than the soles of their feet that are scarred, or what if it is found.that 
the yellow liquid in gumboots was indeed carcinogenic — will the same 
degree of complacency be shown then? 

The. second case study involves the Tata Iron and Steel Company 
(hereafter referred to as TISCO) factory at Jamshedpur, Bihar. The 
factory is just one of a multitude of assets owned by Tata throughout 
India and is situated in the heart of “Tataland’, the very name of the 
city coming from the TISCO founder himself — the late Jamshedjee 
Tata. Every year on the March 3 the employees of TISCO, their families 
and other inhabitants of Jamshedpur come together to celebrate the 
birthday of TISCO’s founder. This ‘Founder’s Day’ celebration is a 
pompous affair with thousands of people congregating around a statue of 
-Jamshedjee, installed near the main gate of the TISCO factory, inside 
the works. 

On March 3, 1989 Founder’s Day was to be celebrated on an even 
bigger scale than usual since it was Tata’s 150th birth anniversary. 
Celebrations commenced at about 7 am, with onlookers squashed into 
temporary pandals (seating enclosures) and galleries from where they 
could view the procession of TISCO employees paying homage to their 
former patron. However, at about 9.55 am the festivities were brought to 
a tragic and horrific end when a devastating fire broke out in one of the 
galleries, causing carnage and pandemonium as it spread. 

Twenty people — mainly women and children — died on the spot, and 
a further 29 succumbed to their injuries in hospital, many after going . 
through the harrowing experience of having limbs removed, one by one, 
while over 100 victims were badly injured. Yet, as in the case of the 
Bhopal tragedy, those guilty of causing the disaster are today walking 
free, having paid no penalty, in spite of a damning report by the chief 
inspector of factories, Bihar, which unequivocally accuses TISCO man- 
agement of causing the fire and failing to mitigate its devatating effects. 

The report of the chief inspector of factories discloses the findings of 
acommittee set up to enquire into the disaster by the government of Bihar, 
department of labour, employment and training, under s90 of the Facto- 
ries Act, 1948. The enquiry committee unravelled a whole litany of 
statutory contraventions and acts of gross negligence on the part of the 
management, the synergism of which led to the catastrophe of March 3, 
1989. 

Firstly, a number of laws relating to fire precautionary measures had 
been flouted. Since the fire occurred within the confines of the TISCO 
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factory (a factory within the definition of s2(m) (i) FA 1948), the incident 
is brought within the realms of the Factories Act 1948 (FA 1948).S38 of 
the act states that “in every factory, all practicable measures shall be taken 
to prevent the outbreak of fire and its spread” and that a safe means of 
escape in the event of a fire and the necessary equipment and facilities for 
extinguishing a fire must be provided and maintained. Read together with 
Rule 62 (10) of the Bihar Factory Rules 1950, the minimum requirements 
for fire prevention and control are clearly laid out, yet these were blatantly 
ignored. 

In addition, s6 of the Factories Act, read together with Rule 3 of the 
Bihar Factory Rules, was also overlooked. These sections refer to the 
requirement of site and planning approvals by the chief inspector of 
factories, yet no permission or licence was sought regarding the erection 
of the galleries and pandals, or indeed the holding of the celebration itself. 
An order under s144 of the Code of Criminal Procedure 1973 had even 
been placed on the management previously, making it incumbent upon 
them to obtain prior permission for holding the function, taking out 
processions and using loud sound-producing crackers (although on 
repeated violation of this order, no punitive action was ever taken by the 
appropriate authorities). 

On top of all this was the contravention of s41B(4) of the Factories Act, 
1948 (a section incorporated by the Factories (Amendment) Act, 1987 in 
response to the Bhopal tragedy and specifically relating to hazardous 
processes, of which the TISCO factory had been classified as one). This 
section states that every occupier must “with the approval of the Chief 
Inspector [of Factories], draw up an on-site emergency plan and detailed 
disaster control measures for his factory and make known to the workers 
employed therein and to the general public living in the vicinity of the 
factory the safe measures required to be taken in the event of an accident 
taking place”. No emergency plans had been drawn up and there was 
evidently little communication between the management and the various 
departments on what was to happen on the day. 

As aresult of all the statutory contraventions, the TISCO management 
put on an ill-planned, showy event with no regard for human safety, 
creating a veritable time bomb just waiting for a match to strike. Pandals 
consisting of tarpaulin, cloth, bamboo, manila rope, ‘durrie’ (rug mate- 
rial) and wood were erected, without the fabrics first having been dipped 
in fire retardant solution (as stipulated in Indian Standard Code 8758 of 
1978) producing structures of a very high ‘fire load’ (ie, weight of 
combustible material per unit area) and high ‘flame spread characteris- 
tic’. Thus when crackers were fired in the vicinity of the pandals during 
the procession of TISCO’s security personnel, it was just a matter of 
moments before one of the galleries was set ablaze, with the flames 
rapidly engulfing its neighbour. Within three minutes the fire had totally 
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destroyed the two galleries taking with it 20 lives and scarring forever 
scores more. Fatally, when the fire broke out an announcement was made 
for people to remain in their seats and the procession was allowed to 
continue. Even for some who tried to escape, their efforts were thwarted 
by the barricades placed in front of the pandals which blocked the escape 
routes from the affected areas. It is particularly sickening to learn that one 
of the unaffected galleries actually stood in the way of a fire tender kept 
100 feet from the scene of carnage. 

Yet even for those who made it to hospital, the horror was not to end. 
Victims were taken to the Tata Main Hospital (an establishment owned 
and run by TISCO) where, in spite of the TISCO factory being classified 
as a ‘Major Accident Hazard Installation’ by the director general of the 
Factory Advice Services and Labour Institute, ministry of labour (accord- 
ing to norms set by the International Labour Organisation), and declared 
a ‘Lead Industry’ by the forest and environment department, government 
of Bihar, there was no specialist burns unit and no appropriately trained 
staff to deal with the burns victims. Even the required medicines had to 
be flown in from the UK. On arriving, victims were dumped wherever 
there was room and ineffectively treated by two general surgeons. 
Repeated pleas to transfer patients to burns unit centres in other hospitals 
were fobbed off (even though the company’s aircraft was ready and 
available) sometimes with the excuse that this would adversely affect the 
morale of the doctors! Conversely it was thought permissible to grant 
leave to the director of medical services at the hospital. 

Over the ensuing months a further 29 victims — many of them children 
— were to die, often after the gruelling experience of having their limbs 
hacked off. None of the amputees survived, not surprising when it is 
learned that doctors were of the mentality that without skin or limbs the 
survivors would not have lives worth living anyway. Presumably in an 
attempt to compensate for the vastly inadequate services (or perhaps 
merely as a public relations venture?) a burns specialist from the govern- 
ment-run Safdarjung Hospital, Delhi, was twice flown in as aconsultant, 
but his brief visits had little impact. 

Yet in spite of such glaring evidence, and in disturbing similarity to the 
Bhopal tragedy, neither have the victims of this ordeal been compensated 
nor the perpetrators of their afflictions punished. TISCO has categorically 
denied liability for the ‘accident’, first suggesting it was an ‘act of 
sabotage’ and then an ‘act of god’. As such, management has consistently 
refused to pay compensation to the sufferers, even though it is liable to do 
so under s1A of the Fatal Accidents Act 1855, with the further sideline 
that it would merely add insult to injury to attempt to equate life with 
money, and as none of those killed were wage-earners there was no direct 
financial loss anyway. Conveniently, none of the women and children 
killed or maimed were viewed as actual or potential money earners. Yet 
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in a paradoxical and cold-hearted move, which made a mockery of its 
claim to non-liability, TISCO saw fit to compensate a decoration centre 
for the loss of its furniture from the fire. ) 

As if to absolve itself from any further payments, TISCO has been at 
pains to point out the money it has spent on the treatment of patients, yet 
under the terms and conditions of employment with the company, 
employees and their close relatives are entitled to free medical treatment 
in both Bihar and in India as a whole. Also apparently in lieu of 
compensation, some of the victims have been presented with second- 
hand air conditioners at nominal prices (in many cases a necessity since 
there was insufficient air-conditioned space at the hospital) or upgraded 
accommodation, but this was generally for those who ‘chose’ to keep 
quiet. In contrast, one employee who has spoken out against the company 
has faced considerable harassment in the form of denial of leave to visit 
his dying daughter in hospital, replacement of his staff and an adverse 
job transfer. 

Thus as with the Union Carbide Corporation in the Bhopal case, 
TISCO has so far avoided paying any meaningful compensation to its 
victims while attempts to demand adequate recompense are being thwarted 
by the hoarding of medical records (where indeed these have been issued, 
as was not the case for under 18 year olds) and post mortem details by the 
TISCO authorities. The Supreme Court has not yet seen fit to demand 
these are made available to the victims or their families, despite being 
formally requested to do so. 

Saddeningly, also akin to the Bhopal scenario, the criminal proceed- 
ings ensuing from the TISCO fire have fared no better than the civil ones. 
The proceedings can be divided into two groups — those brought uhder 
the Factories Act 1948 (FA) and those under the Indian Penal Code 1860 
(IPC). 

On May 7, 1990, 14 months after the tragedy occurred, a criminal 
complaint petition was filed by R Prasad, inspector of factories, Jamshedpur 
Cirle No 1 inthe court of the chief judicial magistrate (CJM), Jamshedpur. 
The complaint was brought under s96A of the FA for contravention of the 
provisions of s.41B (ie, compulsory disclosure of information by the 
occupier). Such an offence is punishable with imprisonment for a term of 
up to seven years and fine of up to Rs 2 lakh (about US $ 6670) on 
condition that complaint is made within three months of the date on which 
the alleged commission of the offence came to the knowledge of the 
factory inspector. 

A preliminary investigation into the cause of the ‘accident’ was 
conducted from March 4-6, 1989, and a report submitted to the Com- 
missioner of Labour, Bihar on March 8, 1989. However, Prasad, who 
was in fact associated with the investigation, claimed that his first 
knowledge of the offence was on April 24, 1990, when he received a 
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copy of the enquiry committee’s report. This contention was not accepted 
_ by the magistrate, and the complaint was thus barred for limitation. 
Although the factory inspector filed a revision petition in the high court 
at Patna contesting the ruling, the hearing was kept pending for two years 
and has now been stayed. It is unlikely that the decision will be reversed, 
thus closing one avenue of retribution. The decision of the CJM highlights 
the inadequacy of confining cognizable offences under the act to those 
brought to the attention of the court via the factory inspector. Could it 
have been that Prasad delayed filing a complaint on purpose? What 
recourse does an injured party have when its only audible vocalist is 
struck dumb? 

As for proceedings brought under the IPC, nothing much has been 
achieved. In spite of a ‘first information report’ being registered at the 
local police station at Bistapur on the day of the fire, and an investigation 
by the CID branch of police supposedly being launched straight away, 
charges were not filed until over two years later on May 9, 1991. The 
charges made out were for violations of s 304A — causing death by 
negligence, s 338 — causing grievous hurt by act endangering life or 
personal safety of others and s 286 — negligent conduct with respect to 
explosive substance, and were brought against 12 individuals belonging 
to TISCO, including Dr J J Irani, former managing director. Charges 
under ss 304A and 338 are punishable with up to two years imprisonment 
and/or fine, and that under s 286 with up to six months imprisonment and/ 
or fine extending to Rs 1000 (about US $ 33). However, in spite, or more 
likely because of, all the incriminating evidence, the high court at Patna 
stayed the proceedings against Dr Irani with the ridiculous assertion that 
the managing director of a company cannot be held responsible for its 
day-to-day activities, while the Supreme Court stayed the proceedings 
against the remaining accused at a later date. 

In retaliation to the lethargic and biased legal proceedings, three 
victims of the disaster came together and filed a public interest litigation 
in the Supreme Court which came up for preliminary hearing on March 
22, 1991. Among the prayers put forward by the petitioners are those for 
writs of mandamus or other appropriate directions to force the Bihar 
government to uphold the laws of the land; publish the findings of the 
three enquires into the disaster (as well as that by the chief inspector of 
factories, investigations were also conducted by the deputy commis- 
sioner, Singhbhum district, and the general manager (works) at TISCO) 
none of which have been made public; punish any person, including Tata 
Main Hospital (through its director) and its staff, for negligence in 
organising the function and treating the patients; make the medical 
records of the victims available to them or their next-of-kin; direct 
appropriate compensation; and prohibit further Founder’s Day celebra- 
tions as a mark of respect to the dead, injured and bereaved. 
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The petitioners also spoke of collusion between the government of 
Bihar and the TISCO authorities in suppressing information and evidence 
revealing criminal neglect, including a live video recording of the fire. 
They accuse the state government, its officers and servants of liability 
under s 119 of the IPC (the crime of a public servant concealing the design 
to commit an offence which it is his duty to prevent). 

Unfortunately, out of all the prayers put forward by the petitioners, the 
Supreme Court has only latched on to the plea for compensation, possibly 
this is the only form of ‘justice’ it understands. In fact the Supreme Court 
is currently pushing for the victims to agree to an ex gratia payment from 
TISCO, in a manner menacingly reminiscent of the infamous ‘Bhopal 
Settlement’ of February 14, 1989, on condition that the sum is decided 
through an independent arbitrator, is not seen in any way as an admission 
of liability, does not set a precedent to be followed in future incidents, 
revokes all criminal charges against the accused and bars any future 
claims as to civil or criminal liability for the disaster. It is like a lurid piece 
of history repeating itself. 

As with Bhopal, the TISCO scenario shows the power of a corporation 
to disable criminal proceedings against itself. Instead of a multinational 
corporation, the main perpetrator here was a home product — an off- 
shoot of an immensely influential and much revered industrial group with 
adeludingly caring and ‘family’ image. TISCOran the city of Jamshedpur 
as the feudal landlord of a modern day-fiefdom, having its own security 
force and owning everything in the city from civic amenities such as water 
and electricity, to transport, to accommodation — including that resided 
in by government officials. It is no wonder then that this paternal figure 
turned “Big Brother’ is so easily being allowed to obliterate the disaster 
from its memory, going back to its self-gratifying leader-worship and 
denying those marred by the tragedy the indulgence of even one day of 
shared mourning. 

The TISCO tragedy and the Hindustan Lever case are once again 
glaring examples of the failure of a legal system to deliver justice in cases 
of corporate crimes against the person. Criminal law, we are made to 
understand, is there to protect us against the evil, dishonest and reckless 
actions of wayward human beings. So serious are the offences, that the 
state carries the burden of prosecution — these are not simply civil 
disagreements between individuals, but crimes against society as a 

‘whole. However, as shown above, the entire system crumbles when the 
state itself is guilty as a contributor to the offence, or is in collusion with 
the offender to frustrate the proceedings. Adding to the problem is a fickle 
judiciary which hands out arbitrary judgements, depending on the politi- 
cal and economic climate of the time, and the identity of the injured party. 
If the apex court of the country can one minute hand out a judgement 
declaring absolute, no fault liability for accidents resulting from inher- 
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ently dangerous activities, with punitive penalties where guilt or negli- 
gence was involved (as with the Shriram Food and Fertiliser case of 1987 
where two people died due to an oleum gas leakage), and then clinch adeal 
between a foreign multinational and the union of India, absolving the 
former of its liabilities for killing thousands of people for a mere fistful 
of dollars, the next (as with the Bhopal settlement of 1989), what hope is 
there for the lower courts? 

The right to life is enshrined in the Constitution of India, while duties 
are imposed on the state and its citizens to protect and improve the 
environment, and on the state to improve public health. Is this merely 
fancy verbiage or are the stipulations intended to be adhered to? The 
stringent enforcement of existing legislation specifically dealing wih 
environmental pollution and worker healti: and safety would at least go 
some way to achieving these aims, although as detailed above it has its 
own limitations. Of more impact would be the successful conviction of 
offenders for crimes such as culpable homicide and grievous hurt since 
these carry heavier penalties and leave a deeper imprint on the public 
psyche. Only through the fear of being penalised by the courts and 
ostracised by the public will industry and government become more 
accountable to workers and citizens. 

Individual victims, support groups, trade unionists, occupational health 
workers, lawyers and environmentalists are some of the people who can 
and should make a cohesive effort to fight for change. Of course this need 
not take place in the courtroom, and must now anticipate rather than 
follow more industrial bloodshed. Direct action and public mobilisation 
as ever have a crucial role to play, and the recent display of local hostility 
to the siting of a Dupont factory in Goa — which succeeded in driving the 
company out of the state — is a testimony to the strength of collective 
action in the face of economic, political and judicial adversity. 
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Economic Aspects of Tuberculosis 
Control in India 


Sujatha Rao 


Almost half of the cases of tuberculosis reported all over the 
world occur in India. TB is also the number one killer disease 
in this country. Almost all of these deaths are preventable. For 
over four decades, there has been a Tuberculosis Control Programme 
in operation in India and yet, not much is known about the economic 
implications of tuberculosis and the control programme. This paper 
is an attempt to look into some of these areas. 


ACCORDING to the estimates of the National Tuberculosis Institute 
(NTI), at any point of time four out of a population of 1,000 Indians 
aged five years and above have the infectious tuberculosis. In addition, 
16 out of 1,000 have the X-ray active, sputum negative disease. 16 out 
of 1,000 uninfected persons become infected every year [NTI 1991]. 
Thus, 28-30 lakh people have the infectious form of TB, while more 
than 112 lakhs are estimated to be sputum negative, but radiologically 
active. Probably, about one-third of the above number is being added 
every year, while an equal proportion is reduced through death or cure. 

An untreated case of TB will live for two years and is estimated to 
affect six to 12 persons in India’s dense population conditions as against 
two to three persons who would be infected by a smear-positive case 
before its detection in developed countries [NTI 1991]. Therefore, any 
reduction in the sources of infection would inevitably improve the 
epidemiological situation. 

Estimates reveal that two-thirds of the TB cases occur among males. 
And yet, the disease takes a proportionately much larger toll of young 
females than young males, with more than 50 per cent of female cases 
occurring before the age of 34. Among women, TB is estimated to claim 
approximately the same number of lives as maternal mortality. When a 
mother dies, her children tend to suffer high mortality. As such, an attack 
of prolonged and debilitating disease in women of this age group affects 
the whole family. Studies reveal that children in households where a 
parent suffers from a debilitating disease are more likely to suffer 
malnutrition [Greenwood et al 1987; Pryer 1989]. 

Monetary losses suffered by households due to morbidity and mortal- 
ity would be higher than those indicated by nominal wage losses if costs 
of treatment, transport, special diet, foregone earnings of other family 
members and the imputed value of non-market activities such as child 
care and food preparation are taken into account. Estimation of losses is 
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a tricky problem especially in the developing countries with woefully 
inadequate databases, and so studies attempting to quantify costs of 
diseases are rare. Anderson (1962) roughly estimated the indirect cost in 
connection with disablement caused by pulmonary TB at Rs 27 crore 
annually. 

The majority of the TB cases in India occur below the age of 45, with 
75 per cent of the diagnosed cases in the 15-44 age group. This is similar 
to the age distribution of the disease observed in other countries like 
Tanzania, Malawi, Mozambique and Benis [Murray et al 1990]. Mortal- 
ity due to TB is estimated at 84 per lakh per annum [NTI 1991]. 
Cumulative mortality due to TB from 1990 to 2000 is expected to be more 
than 3.5 million, an enormous burden on the society [Comprehensive 
Review Team 1992]. Of the estimated 3,50,000 annual deaths due to TB, 
75,000 are in the 15-24 age group, 95,000 in the 25-34 group and 1,60,000 
in the 35-44 group [NTI 1991]. Thus, there is a high morbidity and 
mortality in the 15-44 age group. This age group is economically the most 
active and therefore a higher mortality occurring in this age group has 
adverse economic implications. Besides this, there are losses attributable 
to increased absenteeism and lowered productivity due to a high concen- 
tration of morbidity in this age group. 

Communicable diseases like TB are widely, if not solely, associated 
with poverty, under-nourishment, over-crowding and unhygienic living 
conditions. The National Survey (1955-57) found the prevalence to be 
higher among those living in ‘kutcha’ houses as compared to those in 
‘pucca’ houses indicating a possible association between economic and 
hygienic conditions and the prevalence of the disease. Thus, to the extent 
that they are directed towards the poor and vulnerable groups, expendi- 
tures on disease control programmes like NTP are justified not only by the 
alleviation in human suffering that they bring about, but also from the 
economic and social welfare points of view. 


I 
National Tuberculosis Programme 


Launched as a state programme in 1951, the NTP was made a centrally 
sponsored programme with 100 per cent central assistance in the Fourth 
Five Year Plan. During the Fourth Plan, it was converted into a matching 
programme with 50 per cent central assistance, the other 50 per cent 
coming from the states. At present, the centre’s share is in the form of anti 
TB drugs, X-ray films, X-ray machines, Odelca cameras, etc. 

The long term objective of the NTP was toreduce TB in the community 
sufficiently quickly to the level that it ceases to be a public health 
problem. The operational objective was to detect maximum number of 
TB patients among out patients at health institutions giving priority to 
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sputum-positive TB patients. An important landmark in India’s TB 
programme was the establishment of the NTI in 1960. Among its 
objectives are the formulation and evolving of a practicable, economi- 
cally feasible and widely acceptable TB programme for the entire 
country, and to train medical and paramedical workers to implement the 
programme in rural and urban areas. Monitoring the NTP has been 
included among the NTIT’s functions since 1978 district tuberculosis 
centre (DTC) which is the basic organisational unit of the NTP is situated 
in the district headquarters and responsible for case-finding, treatment 
and management of the programme, besides recording and reporting data. 
The peripheral health units are responsible for implementing the NTP in 
rural areas. 

Three important aspects of the disease control programme relate to 
prevention of new cases through immunisation and detection and treat- 
ment of existing ones. The reported efficacy of the BCG vaccine in 
preventing TB is not uniform and ranges between 0-80 per cent across 
countries; nor is there any conclusive evidence on its capacity to confer 
immunity beyond the age of 15. The differences in the levels of protection 
offered are attributed to a number of factors ranging from differences 
in nutritional status of the recipients and in the strains of BCG to 
infection with other mycobacteria. In the South Arcot district of Tamil 
Nadu, the BCG vaccine was found to be ineffective in protecting the 
adults against the disease. However, vaccination with BCG is believed 
to be quite efficacious in preventing TB in children below the age of 
15 and is undertaken as a part of the Extended a of Immunisa- 
tion (EPI). 

An important first step in the control of the disease is the diagnosis, 
especially of the smear-positive cases of pulmonary TB. Under the 
NTP, both sputum examination 
and X-ray are used as diagnostic 
tools. Out of 100 cases diagnosed 
on the basis of X-ray, 50 per cent 
are likely to be infectious in 


TABLE 1: BUDGETARY ALLOCATION TO 
NATIONAL TUBERCULOSIS PROGRAMME 
(Rs in crores) 


clinical situations; but out of 100 Year Allocation 
infectious TB cases, about 20 989.83 3.21 
are likely to be missed by X-ray 1983-84 6.00 
examination. 1984-85 8.00 
In the past all over the worlda 1985-86 11.00 
major part of the TB budget was 1987-88 13.50 
spent on hospitalisation. This 1988-89 12.50 
trend is now being reversed. The eres eu 
NTP takes cognisance of the fact 1992-93 39 00 


that domiciliary treatment is as 
effective as hospitalisation, but Source: NTI, NTP in India, 1992-93. 
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much more cost-effective as it entails less expenditure on infrastruc- 
ture, beds, staff, etc. Apart from money costs, psychological costs are 
also reduced in the case of domiciliary treatment because patients 
tend to be rejected by their families after hospitalisation due to the 
stigma attached to the disease by the society. However, data reveal 
that the number of TB beds has increased in recent years. For example, 
in Maharashtra, the bed strength increased from 6,879 in 1987 to 8,207 
in 1990. 

The short course chemotherapy (SCC) is costlier in terms of the drugs 
used, but is recognised world-wide as the most effective way of curing 
TB. Another important reason for the increasing acceptance of SCC is 
that it offers a possible solution to the problem of incomplete treatment. 
While the standard regimen takes 18 to 24 months for a cure, the SCC 
reduces the duration of treatment to six to eight months. A complete cure 
is important not only from the individual patient’s point of view, but also 
from the epidemiological angle because the source of infection persists 
when cure is incomplete. The duration of treatment affects compliance 
adversely as a steady drop in compliance is observed over time and the 
relapse rate is a function of the months of treatment [Murray et al 1990]. 
The SCC which was introduced in 1983-84 is presently operational in 253 
districts. During the Eighth Five Year Plan, more districts are being 
brought under SCC. 


TABLE 2: TB INFRASTRUCTURE IN INDIA 


Name of State No of No of No of No of 
Districts DTCs other TB Beds 
TB Clinics 

Andhra Pradesh 23 23 25 2,579 
Assam 18 11 9 809 
Bihar : 42 SPs de 2,109 
Gujarat 19 19 4 3,563 
Haryana 12 11 4 410 
Karnataka 30 20 6 3,545 
Kerala 14 12 9 2,283 
Madhya Pradesh 45 45 5 1,986 
Maharashtra 30 30 19 8,207 
Orissa 13 13 4 901 
Punjab 12 12 4 921 
Rajasthan ra a 2 2,018 
Tamil Nadu 21 16 40 3,620 
Uttar Pradesh 56 56 20 3,437 
West Bengal 17 16 116 6,433 

- All India 459 390 3a 47,321 
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EXPENDITURE ON TB CONTROL 


The NTP outlay rose from Rs 6 crore in 1983-84 to Rs 15.50 crore in 
1991-92. In percentage terms, the NTP outlay which formed 1.3 per cent 
of the centre’s total health plan outlay in 1983-84 peaked at 1.9 per cent 
between 1985-86 and 1987-88. Subsequent years saw a decline in the 
NTP budget to 1.3 per cent. The NTP which was the third largest disease 


TABLE 3: TARGETS AND ACHIEVEMENTS OF NATIONAL TUBERCULOSIS PROGRAMME 


Year Target for Achievement Target for Achievement 
Detection of as Per Cent Conducting New as Per Cent 
New TB Cases of Target Sputum Exams at _ of Target 


(Lakhs) PHIs (Lakhs) 

1982-83. 10.00 100.00 No target laid down 

1983-84 Nae, 0 96.00 34.00 35.00 
1984-85 |B a be 91.00 34.00 50.20 
1985-86 14.00 97.00 34.00 59.50 
1986-87 14.50 97.50 34.00 63.90 
1987-88 15.00 104.00 34.00 eh RE 
1988-89 15.00 104.00 34.00 73.90 
1989-90 16.00 104.00 34.00 72.40 
1990-91 16.50 91.00 34.00 64.20 
1991-92 17.00 73.20 34.00 70.70 
1992-93 17.50 88.20 34.00 68.30 
1993-94 18.00 NA 34.00 NA 


Source: National Programme for Control of Tuberculosis, National Institute of 
_ Health and Family Welfase, New Delhi. As for table 4 and 5. 


TABLE 4: STATE-WISE DETECTION OF NEW TB Casgs, 1992-93 


States/Union Annual Achievement Per Cent 
Territories Target 1992-93 Achievement 
Andhra Pradesh 90,400 65,517 72 
Assam 39,100 17,975 46 
Gujarat 1,48,200 1,58,228 107 
Haryana 31,200 31,058 100 
Karnataka 85,200 65,653 78 
Kerala 46,600 Zi2io 59 
Madhya Pradesh 1,22,800 52,473 43 
Maharashtra 2,36,500 2,34,147 99 
Orissa 41,300 28,367 69 
Punjab 43,400 44,764 103 
Rajasthan ; 46,360 ute fie Te / 72 
Tamil Nadu 1,18,940 99,034 83 
Uttar Pradesh 2,97,500 2,56,861 86 
West Bengal 93,200 51,113 55 
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control programme after the National Malaria Eradication Programme 
and the Leprosy Eradication Programme until 1991-92, was relegated to 
the fourth place after kala azar that year. However, the year 1992-93 saw 
a sizeable hike in the NTP outlay to Rs 29 crore apparently to provide for 
HIV-related TB cases which would be in addition to the expected. 
incidence (Table 1). 

Table 2 furnishes state wise figures on TB infeasthictare available. 
There were 390 DTCs and 331 other TB clinics operating in the 459 
districts of the country by December, 1992 with a total bed capacity of 
47,321. Most major states have DTCs functioning in all or nearly all the 
districts. The notable exceptions are Assam, Bihar, Karnataka and Tamil 
Nadu. Maharashtra has 8,207 beds which is the highest for any state, 
followed by West Bengal with 6,433 beds; 57 districts in the country had 
no TB beds, while 85 had 10 or fewer beds. 69 districts in three states, viz, 
Bihar, MP and UP, had fewer than 10 or no TB beds. 


II 
Tuberculosis Control: An Assesment 


A major problem encountered by any one wishing to look into disease 
control programmes in India arises from paucity of data. It is noteworthy 
that tuberculosis is the only major disease on which a national level 
survey has been conducted. But the national survey of 1955-58, which is 
widely used as a bench mark in the case of prevalence and incidence of 
the disease, was neither geographically comprehensive, nor was the 


TABLE 5: STATE-WISE PosITION ON SPUTUM EXAMINATION, 1992-93 


States/Union Annual Achievement Per Cent 
Territories Target 1992-93 Achievement 
Andhra Pradesh 2,52,600 1,84,765 io 
Assam 87,600 8,226 9 
Bihar 3,76,200 3,41,779 90 
Gujarat 1,53,500 2,65,577 177 
Haryana 60,000 49,720 83 
Karnataka 1,85,000 1,69,585 92 
Kerala 1,07,400 37,789 35 
Madhya Pradesh 2,90,500 1,17,433 40 
Maharashtra 2,76,900 3,39,063 122 
Orissa 1,90,200 1,22,232 64 
Punjab 85,000 1,12,461 132 
Rajasthan 1,40,400 64,228 46 
Tamil Nadu 2,41,800 1,11,482 47 
Uttar Pradesh 5,75,000 5,13,951 90 
West Bengal 2,14,200 26,672: 12 
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sample size large enough to warrant conclusive generalisations. The 
survey was confined to six cities viz, Delhi, Hyderabad, Madanapalle, 
Trivandrum, Patna, and Calcutta, and 30 towns and 151 villages in their 
vicinity. Thus, the survey contained no information on the central and 
western parts and most of north India. All the subsequent surveys were 
even more restricted in their geographical coverage and used such 
differing methodologies as to render 

comparisons meaningless. In view of this major constraint, it would be 
difficult to say anything conclusive about possible reductions in the 
prevalence of the disease and the role of NTP therein. 

The official mortality figures are gross underestimates and are, there- 
fore misleading. Medically certified deaths form just about 1.7 per cent 
of total deaths in India. According to Health Information of India 
published by the Ministry of Health and Family Welfare, reported cases 
of death due to TB numbered 9380 in 1990 and 8773 in 1991. These 
figures vary very widely from the estimates by the Comprehensive 
Programme Review Team (1992), which placed the number of annual 
deaths due to TB at over 657,000. Curiously, according to the official 
figures, the total number of TB deaths in a comparatively efficient state 
like Maharashtra was 905; on the other hand, Bihar reported three deaths, 
UP 325 and MP 298. This is iri spite of the extremely low completion rates 
reported by the NTI for Bihar (20 per cent), and UP (35 per cent). These 
states are also highly populated with known low levels of economic and 
social development and therefore the low death figures are obviously the 
result of apathy and sloppiness in 
reporting on the part of these states. TABLE 6: STATE-WISE TREATMENT 
The fallout of such negligent un- COMPLETION RATES 
der-reporting would be to gener- Rie” lf) oe ee 


ate unwarranted complacency. 


The NTP is one of the largest © Andhra Pradesh 29 
disease control programmesinthe  ssam 31 
country and has been in operation nana 7 
for over four decades and yet it has De isa 34 
notreceived the attention and scru- Peacts 71 
tiny thata programme of thismag- _ Kerala 48 
nitude deserves. Asis wellknown, — Madhya Pradesh 47 
increasingly larger expenditures Maharashtra 73 
have goneintothe Family Welfare Orissa 38 
programme to the neglect anddet- | Punjab 37 
riment of other health progrmmes __, Rajasthan 19 
leading to a spate of studies on the ean hee : = 

. , ar Prades 
working of the Family Welfare West Bengal 10 


schemes. Thus the scant attention 
that the NTP has received is com- 


Source: NTI Year Book, 1992-93. 
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mon to all the disease control programmes in operation in India. There are 
certain additional problems about TB. Given the social stigma attached to 
the disease, most patients do not wish to admit that they have TB. Besides, 
the outward symptoms of the disease subside quickly once the treatment 
starts and this lulls the patient and the community into the false belief that 
the problem does not exist any more. Further, as the disease does not strike 
in an epidemic form, it does not draw attention to itself in a conspicuous 
way. 

At the time of launching the NTP, the long term objective of the 
programme was stated to be the reduction of TB in the community 
“sufficiently quickly” to the level that it “ceases to be a public health 
problem”. The operational objective was to detect “maximum number of 
TB patients” among out patients. Thus, the objectives were loose and 
vague and couched in ambiguous terms. It is not clear whether the aim of 
the programme was eradication or phased reduction. There was neither a 
time frame, nor any quantitative criteria by whfch to assess the progress 
made and identify achievements, lags and shortfalls. Evidently, spelling 
out objective criteria and a time frame, and measuring the progress are 
formidable tasks given the extreme data deficiency. However, the need 
for some quantification has been recognised in recent years and the NTP 
has been setting targets for new case-finding and sputum examinations. 

The targets for new case-detec- 


tion have been continuously re- TABLE 7: REPORTED CASES OF DEATH 


vised upwards from 10 lakhs 1982- DuE To TB 

83 to 14 lakhs in 1985-86 and fur- 

ther to 18 lakhs in 1993-94. The ames Statel = N99) 19! 
number of new cases detected reg- id 

istered a sizeable increase from Andhra Pradesh 1250:°5:1105 
10.81 lakhs in 1982-83 to 16.16 Assam 148 88 
lakhs in 1990-91, but fell in the Bihar 3. NA 
subsequent years. The achievement ae a on te 
vis-a-vis the target for case detec- eee 891 560 
tion was 100 per cent in 1982 but pA aig 736 317 


fell between 1983-84 and 1986-87. 


Madhya Pradesh - 325 313 


The next three years saw actual Maharashtra 905 1053 
detections exceeding the targets. Orissa S21 154) 
In the 90s, case-detection targets Punjab 3 95 OL” 
have remained consistently un- Rajasthan 330 190 
fulfilled. Forexample, the achieve- Tamil Nadu 649 = 326 
ment was a bare 73 per cent of the Uttar Pradesh 298 227 
targetin 1991-92 and rose to 88 per es as ee fase 
cent in 1992-93 (Table 3). some 

A state- wise picture of targets Source: Health Information of India, 
and achievements in respect of de- 1991, 1992. 
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tection of new TB cases for 1992-93 (Table 4) reveals that the achieve- 
ment was not uniform across the states. It exceeded the target in Gujarat, 
Haryana and Punjab, and was over 75 per cent of the target in Bihar, 
Karnataka, Maharashtra, Tamil Nadu and Uttar Pradesh; on the other 
hand, the performance lagged far behind the targets in states like Assam 
(46 per cent), Jammu and Kashmir (23 per cent), Madhya Pradesh (43 per 
cent), and West Bengal (55 per cent). 

No targets were set for sputum examinations before 1983-84. Since 
that year the target at the all India level has been set at a constant 34 lakhs. 
This target has not been met in any year and the achievement which was 
a dismal 35 per cent of the target in 1983-84 rose in subsequent years to 
hover erratically between 50-74 per cent (Table 3). Data at the state level 
in respect of sputum examinations for 1992-93 reveal an abysmal perfor- 
mance in the case of Assam (9 per cent) and West Bengal (12 per cent) 
with states like Kerala (35 per cent), Madhya Pradesh (40 per cent), 
Tamilnadu (47 per cent), and Rajasthan (46 per cent) faring somewhat 
better, but lagging far behind the targets set. Gujarat, Maharashtra and 
Punjab exceeded the targets (Table 5). 

Official reports rely on data on casefinding and diagnosis to monitor 
the working of the NTP and ironically, there is no convention of using 
cure rates to measure programme efficiency and estimate prevalence 
rates; nor is it a feasible proposition to conduct periodic surveys on 
disease prevalence given the financial, physical and manpower resources 
required especially in the face of other more compelling health priorities 
vying for attention. In the absence of decisive measures, other ways of 
monitoring the disease situation would seem vague and devious. For 
example, in a scenario of high default rates, simple detection figures can 
hardly offer a meaningful guide to the actual epidemivlogical picture. 

The treatment completion rate of 41 per cent at the all India level is 
very low. Among the states, this rate is highest at 73 per cent in 
Maharashtra. No other state achieved a treatment completion rate of even 
50 per cent. Bihar, Rajasthan, Tamil Nadu, Karnataka and West Bengal 


TABLE 8: TB ExpeNnpITuRE, 1991-92 (MAHARASHTRA) 
(Rs in thousands) 


Heads of Expenditure BE AE AE as per cent of BE 
Salaries 10,170 11,267 110.79 
Travel 800 1,072 134.00 
Office Expenditure 260 354 136.15 
Motor 435 530 121.81 
Materials and Supply 333320 42,533 81.16 
Total 45,005 42,553 94.51 


Note: BE Budgetary Allocation; AE Actual Expenditure. 
Source: Government of Maharashtra, Performance Budget (1993-94). 
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reported extremely low completion rates ranging between 10-20 per cent 
(Table 6). 

It is difficult to separate the effect of a natural decline of the disease 
from that attributable to intervention in the form of NTP. NTP can at best 
be only one among the several factors that influence the prevalence such 
as nutritional levels, congestion, hygiene conditions and so on. However, 
experts point out that there is virtually no tendency for the disease to 
eliminate itself in the absence of intensive control measures [Murray et al 
1990 ). : 

No studies are available at the all India level which offer definite proof 
of a decline in the incidence of TB. But indirect evidence suggests such 
a decline. For example, a longitudinal survey conducted in rural Banga- 
- lore [Chakraborty et al 1992] found that the observed annual incidence of 
infection was lower than the estimated annual risk rate. The annual risk 
of infection declined from 1.1 per cent in 1961 to 0.61 per cent in 1985 
representing a decline of about 41 per cent in 23 years or an average 
annual decline of about 2.3 per cent. On the basis of a 50 year mathemati- 
- cal iteration of the TB situation another study demonstrated considerable 
impact of the programme on the problem of TB over a long term, even 
though for single years the programme efficiency may fall far below 
expectation [Balasanghameshwara et al 1992]. Further, clinicians have 
recorded a decline in the observed incidence of milliary disease, TB 
menangitis, etc [TAI 1968]. These studies indicate that the decline in the 
observed incidence of TB may be attributable largely if not solely to the 
NTP. A word of caution is imperative here as this conclusion is based on 
limited evidence which may not be valid for the country as a whole. 
Besides, the decline reported is much lower than the criteria suggested by 
experts that a good TB programme should be able to reduce the annual 
risk of infection by at least 5 per cent a year in order to halve the problem 
of TB in 14 years [Styblo 1991]. 


RESOURCE ALLOCATION FOR TB CONTROL 


Ideally, the process of budgeting should take into account the changing 
population and age profiles, disease patterns, state wise prevalence rates, 
the policy shift in emphasis to SCC, and projected supply, demand and 
costs of drugs besides a host of other factors. Further, the normal process 
of inflation has to be provided for. Some of the drugs indicated are not 
produced indigenously and have to be imported. Foreign exchange 
requirement in the face of the fluctuating rupee value and changing 
international prices of drugs and the implications of relying on uncertain 
foreign sources for drug supplies need to be worked out . There is no 
indication of these factors being considered in an integrated exercise as 
a prelude to’ the budgetary process. 
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Krishnamurthy (1993) notes that the Seventh Five Year Plan 
allocation of Rs 60 crore was inadequate as the amount required for 
diagnosis and treatment was over Rs 117 crore. Other studies have 
also pointed to the inadequacy of the NTP budget, although there is a 
wide variation in the estimated requirement. It is estimated that there 
are 3 million sputum-positive cases and 12 million sputum-negative 
X-ray suspects in India. Assuming that the cost of treating one 
sputum-positive case on SCC is Rs 400 and the annual cost of treat- 
ment under a two-drug standard regimen (in respect of 80 per cent of 
all suspect cases) is Rs 100, and the annual cost of.a three-drug 
standard regimen (in respect of-20 percent of all suspect cases) is 
Rs 300, Shanmugam et al (1992) estimate the cost of treatment of all 
pulmonary cases at Rs 300 crore. This estimate does not include 
outlays that would have to be incurred on case-finding and case- 
holding. Evidently, the present outlay of less than Rs 30 crore does not 
even meet the cost of treatment, leave alone case-finding and case- 
holding and is thus grossly inadequate. Further it is expected that there 
may be an additional 2,50,000 HIV-related TB cases annually by the 
end of the 90s for which increased allocations will be required. 

The paucity of resources leads to vital gaps in supply of drugs. 
Streptomycin, which forms part of the standard regimen was found 
to be unavailable in several DTCs due to the budgetary cuts in the 
early 90s (TB Review Committee). The meagre allocations also affect 
the purchase of fuel and maintenance of vehicles and this jeopardises 
the supervising and monitoring of the PHIs so essential for the 
programme.. 

Since the funding of the programme is shared between the centre 
and states with 50 per cent matching grants contributed by the centre, 
poorer states which can not generate adequate resources on their own 
and operate on low health budgets are at a distinct disadvantage. The 
limited contribution of the centre in the face of already low health 
budgets in these states further restricts the capacity of these states to - 
tackle the disease. 

India’s total health budget works out to less than Rs 55 per capita. There 
is also a growing tendency to make increasingly higher allocations to 
family welfare vis-a-vis health within the health sector budgets in the 
recent plans. The low allocations to the NTP have to be viewed in this 
context. 

Data reveal sudden spurts and cuts in budgetory allocations which 
affect the smooth running of the programme (Table 1). For example, in 
1985-86 there was a massive increase in the allocation to the TB 
programme to Rs 11 crore compared to Rs 8 crore in the previous year. 
The following. year saw a further increase in the allocation. This was 
perhaps to allow for the introduction of the SCC. However, in the 
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subsequent budgets there was no evidence of increased allocations for 
further coverage of districts under the SCC. On the contrary, budgets in 
1988-89 and 1989-90 effected arbitrary, albeit marginal, cuts in alloca- 
tions. These cuts were in tune with the squeeze in government’s social 
sector spending that characterised this period. Though marginal in money 
terms, these cuts were much higher in real terms. Recent budgets have, 
however, increased the outlay because it is feared that the spread of AIDS 
would compound the TB problem. It would bear repeating here that 
disease control programmes like the NTP are highly cost-effective and 
arbitrary cuts in such budgets would result not only in human suffering 
but also allocative inefficiency. 

In the years 1990-91, 1991-92 and 1992-93 the allocations to NTP 
were to the tune of Rs 15 crore, Rs 15.25 crore and Rs 29 crore 
respectively. But actual expenditures remained lower at Rs 12.48 crore, 
Rs 7.19 crore and Rs 24.95 crore. Such a disturbing discrepancy between 
outlay earmarked and actual expenditure is a feature of the 90’s and is at 
variance with the experience of the Seventh Five Year Plan wherein the 
actual expenditure of Rs 61.76 crore was slightly higher than the amount 
of Rs 61 crore earmarked. The actual expenditure which was 83 per cent 
of the outlay in 1990-91 dipped to 47 per cent of the allocation in 1991- 
92 to rise to 86 per cent in 1992-93. As a result, achievement in respect 
of detection of new TB cases fell from over 100 per cent of the target in 
the years 1987-90 to 88-91 per cent in 1990-91, the figure further falling 
to 73 per cent in 1991-92. Similarly, achievement in respect of sputum 
examinations also fell from 72-74 per cent of the target in the late 80s to 
less than 70 per cent in the early 90s. 

A similar pattern of expenditure is evident in the states too. For 
example, in Maharashtra in 1991-92, the actual expenditure was less than 
the budgeted expenditure in the case of most of the disease control 
programmes. While actual expenditure exceeded the outlay in the case of 
malaria and cholera, actual expenditures were 44 per cent and 55 per cent 
in the case of goitre and plague respectively. In all other cases, including 
filaria, guinea worm, leprosy and TB, there was a shortfall ranging 
between 4-8 per cent. 

A detailed break-up of the actual expenditure pattern reveals an even 
more disturbing picture. For example, in the case of Maharashtra (Table 7) 
even though the actual expenditure on tuberculosis in 1991-92 was 94 per 
cent of the budgeted outlay, actual expenditures exceeded the allocations 
in respect of all the non-material components, viz, salaries, travel, office 
expenditure and motor vehicles; on the other hand, a massive shortfall to 
the tune of almost 20 per cent was recorded in respect of the most crucial 
component of the programme, viz, materials and supplies. And, ironi- 
cally, despite this crucial shortfall, targets were achieved and in some 
districts even exceeded. 
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HIGH PROGRAMME CoOsTS 


In a situation of increasing budgetary constraints, it is necessary to 
identify some of the factors responsible for suboptimal utilisation of the 
allocations, so that the limited resources available may be used more 
efficiently. These factors range from diagnostic tests to treatment prac- 
tices and case-holding. 

An X-ray test is estimated to cost 7-10 times more than a sputum test 
[Naganathan et al 1974]. But the multi-purpose workers are reluctant to 
collect sputum while patients are unwilling to be dubbed as suffering from 
the dreaded disease on the basis of evidence provided by a mere sputum 
test. As aresult, in spite of the sputum culture examination providing sure 
proof of TB in sputum-positive cases, there is an emphasis on the costlier 
X-ray technique. Often, the sputum positive cases are put through X-rays 
also after they have been examined by the sputum, possibly because the 
patients have more faith in X-rays. Thus, during the Seventh Plan, of the 
144.1 million symptomatics screened, 120.4 million (over 83 per cent) 
were X-rayed while only 23.7 million (17 per cent) were given the sputum 
test. Such practices make the case-finding procedures unnecessarily 
costly, thereby wasting the already limited resources. Many PHIs do not 
have X-ray facilities and these refer the patients to DTCs. This further 
adds to the burden on these centres. 

Sometimes, only one or no sputum-smear is done before a person is 
diagnosed as suffering from TB and put on anti tubercular treatment. At 
others, treatment is started on the basis of radiological evidence which 
may not be conclusive. There are other problems with regard to X-rays. 
According to an assessment by ICORCI, only 74.8 per cent of suspects 
were confirmed when a panel of X-ray readers reread the X-ray films. 
Thus, at least 25 per cent of the suspects were found to be wrongly treated 
even though they would not have been confirmed. Dependence on X-rays 
leads to wastage of financial resources due to over-treatment apart from 
creating avoidable operational and social problems. 

SCC was introduced on a pilot basis in 1983-84 in 18 districts of the 
country. By the first quarter of 1993, 252 DTCs and over 11,500 PHIs were 
treating patients under the SCC [NTI Year Book, 1992-93]. Under the 
NTP, sputum-positive cases aged 15 years and above are eligible for SCC, 
which is six to eight months duration as compared to 12-18 months in the 
case of the standard regimen. The cost of drugs under SCC is high. As 
against an annual cost of Rs 100 for a two-drug standard regimen (which 
is applicable to 80 per cent of all suspect cases) and Rs 300 in the case of 
three-drug standard regimen (applicable to 20 per cent of all suspect 
cases), the cost of drugs under the SCC is estimated at Rs 400 [NTI 1992]. 
While exact cost estimates may vary, it is evident that SCC is much costlier 
than the standard regimen and yet it is being extended on the hope that it 
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would help reduce defaults. However, the Indian experience reveals that 
there is no dramatic improvement in compliance rates even after the 
adoption of SCC; while the percentage completing treatment under the 
standard regimen is 40, the corresponding percentage in the case of SCC 
is just 50 [NTI 93]. This small increase in compliance is hardly commensu- 
rate with the increased cost. Patients with severe or complicated forms of 
TB like meningitis or those with other complications like pneumothorax 
are hospitalised according to the NTP guidelines. These patients instead of 
receiving SCC often receive the standard regimen which has low efficacy 
in the critical and retreatment cases. Hospital beds represent huge invest- 
ments of scarce resources. Longer occupancy of beds due to the use of 
standard regimen than would be required under the SCC leads to sub- 
optimal utilisation of the available beds. 

Patient default is a major problem faced by TB programmes all over 
the world. The causes of patient default are several. These include 
ignorance and negligence, distance from the patient’s home to the facility, 
cost and length of treatment, and quick subsiding of the symptoms after 
initial treatment; non-availability of drugs at the government facilities, 
and lack of motivation and accountability on the part of the medical team 
may also aggrevate the problem. 

In 1990, 52 per cent of the TB patients in the country failed to complete 
the requisite length cf treatment. It is estimated that 5 per cent of the 
patients drop out even before treament is started and 30-50 per cent miss 
drug collection before the fourth month of chemotherapy [Uplekar and 
Rangan 1995]. Incompletely treated patients develop drug resistance. 44 
per cent of patients who collected less than 50 per cent of their drugs, 37 
per cent of those collecting 50-79 per cent of the drugs, and 21 per cent 
of those collecting more than 80 per cent but not the entire course, are 
estimated to remain sputum-positive [Tuberculosis Research Centre 
1990]. With incompletely treated patients turning chronic, no significant 
impact is felt on the disease situation, while expenditures continue to be 
incurred. 

The criteria for discharge from treatment are not clearly specified in 
NTP manuals. Given the high default rates, patient are required to 
continue the treatment for the period he has not collected the drugs. So, 
many patients end up receiving unnecessarily long treatment further 
straining the limited manpower and financial resources available. 

Negligible allocations to education and publicity have lead to the 
persistence of ignorance regarding the disease on the part of the patients. 
The government has failed to give adequate publicity to the NTP and the 
need for regularity in treatment. Of the 191 publications of the ministry 
of health and family welfare, only 12 related to TB and these were mostly 
on BCG which is now part of the extended programme of immunisation 
and not NTP. In the urban areas 40 per cent of the people did not know 
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where the Government Health facility is located and 20 per cent did not 
know that services under the NTP were meant to be free [Uplekar and 
Rangan 1995]. 

_ When the expenditure patterns of the NTP are compared with that of 
the National Malaria Eradication Programme (NMEP), the former appear 
to be more efficient with emphasis on drugs and supplies rather than 
salaries. It should be noted here that the NTP utilises the services of 
multipurpose workers who are not directly employed and paid under the 
programme. However, it has been observed that the multi-purpose 
workers do not receive much training in procedures telated to TB; nor do 
they take much interest in TB work because they are not directly 
employed under NTP. 

There are other problems related to manpower. As of 1991, only 24 per 
cent of the DTCs had a fully trained team with 66 per cent having trained 
District tuberculosis Officers (DTO), 76 per cent with trained X-ray 
technicians and 78 per cent with trained laboratory technicians. Such a 
situation where there is physical infrastructure without the requisite 
manpower leads to under-utilisation of the existing facilities. 

Though India has the capability to produce all the anti tuberculosis 
drugs, only a few are produced indigenously [Shanmugham et al 1992]. 
There is no continuity of policy regarding the regimens to be used under 

the NTP. As a result, indigenous manufacturers are reluctant to produce 
drugs in bulk in view of the uncertainty of demand. This leads to 
dependence on imported drugs. Experts advocate the adoption of a long 
term treatment policy valid for a decade or so, in order to facilitate placing 
of bulk orders which would result in assured demand for the indigenous 
manufacturers. 

Expensive drugs like Rifampicin and Ethambutol have limited shelf 
lives in the hot and humid weather conditions prevalent in India. Poor 
packaging, lack of air conditioned vans and storage facilities, irregular 
power supply and poor road conditions compound the problem and affect 
the availability of the drugs in far flung areas. Quality control is another 
area which has not received sufficient attention. Studies reveal that the 
bioavailability of Rifampicin varies from one manufacturer to another and 
even from batch to batch. India is poorly equipped in terms of quality 
control laboratories. Monitoring of drug quality is not easy in acountry of 
India’s size especially because of the large number of small firms involved 
in the manufacture of drugs in addition to the major manufacturers. 

Under the DTP, anti-tubercular drugs are provided free of cost to the 
patients. Drug producers who are mostly the smaller firms find it unprofit- 
able to supply drugs at the price fixed by the Government. As a result, 
while adequate supplies are available in the open market at higher prices, 
there is a shortage at the government facilities. The government units give 
patients prescription for purchasing essential drugs like Isoniazid on their 
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own. Thus the patients end up incurring high out-of pocket expenses, 
which may in turn induce them to curtail the length of treatment. 

According to a study in Maharashtra, 73 per cent of the rural patients 
and 59 per cent of the urban patients first sought help from private 
practitioners for diagnosis and treatment [Uplekar and Rangan, 1995]. 
Thus, there is considerable doctor-shopping before patients turn to the 
public system and the presence of the private sector is overwhelming. 
According to NTI estimates, less than 57 per cent of all cases of identified 
TB are registered with the NTP. The implications of such wide spread 
participation of the private medical practitioners are manifold and should 
not be overlooked. 

Dependence upon the private practitioner adds considerably to the out 
of pocket expenses of the patient. Unlike Government care, where 
diagnosis and treatment are free, in the case of private sector diagnosis, 
X-ray, drugs and consultation have to be paid for. The private practitio- 
ners also tend torecommend costlier regimens than those suggested under 
the NTP. It was found that many private practitioners were ignorant of the 
drugs to be used and the duration of the treatment. Their dependence on 
medical representatives as a source of information on drug treatment for 
TB was high [Rangan 1994]. Often, the patients having spent consider- 
able time and money ultimately turn to the public facility. By this time, 
as the infection spreads to others, the patient himself may have become 
drug-resistant. 


[The author is grateful to N H Antia for his constant encouragement and keen 
interest in this work. Thanks are also due to M Uplekar whose insightful 
comments have enriched this paper and Sheela Rangan for useful discussion. ] 
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Family Experience of Epilepsy 
Premilla D’Cruz 


Any chronic illness is influenced by and influences the family 
situation. Even as family responses effect the course of the disease, 
the illness condition itself often transforms family relationships. 
This is even more evident in the case of epilepsy, a condition to 
which is attached a great deal of social stigma. 


CHRONIC ILLNESS refers to a condition that interferes with daily 
functioning for more than three months in a year, causes hospitalisation 
of more than one month in a year or is likely, to do either of these [Perrin 
in Patterson 1988]. Chronically ill individuals never return to perfect 
health and generally spend their entire life coping with progressively 
debilitating limitations [Patterson 1988]. In recent times policies of de- 
institutionalisdtion and community care as well as the ideology of 
familism in the face of decreased welfare are shifting the onus of care 
giving to the family, making chronic illness a family event [Crotty and 
Kulys 1986; Thompson and Doll 1982; Montgomery et al 1985; Kaye 
and Applegate 1990; Dalal 1995]. 

For the family, the experience of a chronic problem signifies arrested 
family development, with the attendent uncertainty, helplessness, anger, 
depression and rejection. In the process of providing physical and 
emotional care and support, the family has to restructure its routines, 
roles, activities, finances, resources, time and developmental stages — a 
stressful experience whose outcome veries with the nature of the problem, 
the nature of the family and the unwell person [Dalal 1995; Hafstrom and 
Schram 1984; Anderson 1989; Thomas 1982; Palfrey et al 1989; Patterson 
1988]. 

Epilepsy is a disease that falls in the category of chronic illness. 
Derived from the Greek word ‘epilepsia’, which-means ‘taking hold of’, 
it is a disorder of the brain characterised by recurrent seizures that are 
caused by transient, excessive and abnormal electrical discharges of 
neuronal aggregates in the brain. These abnormal discharges, accompa- 
nied by an episodic, involuntary alteration in consciousness, motor 
activity, behavtour, sensation and autonomic functions may involve a 
‘ small part of the brain (in the case of focal/partial seizures) or amuch more 
extensive area in both hemispheres (in the case of generalised seizures), 
[O’Dougherty 1983]. While literature on the psychosocial aspects of 
epilepsy exists, there is a surprising paucity of literature on the family 
experience of epilepsy, despite growing recognition of family stress in 
chronic illness. 
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REVIEW OF LITERATURE 


By and large literature on the psychosocial experience of epilepsy is 
western and patient-centred. Most studies reflect the stigmatisation, 
marginalisation, discrimination and negative attitudes towards persons 
with epilepsy. One study on public attitudes to epilepsy, conducted by the 
American Institute of Public Opinion over a 30-year period, indicates - 
greater awareness of and the diminishing of prejudice towards epileptics 
[Caveness and Gallup 1980]. A survey of public awareness, understand- 
ing and attitudes towards epilepsy in Hunan, China shows that while 
awareness is very great, attitudes are negative [Lai et al 1988]. More than 
half the sample objected to having their children play with epileptics in 
schools and marry them. Fifty-three per cent believed that epileptics 
should not be employed in jobs like other normal persons. Bharucha 
(1969) in India supports the view that epileptics in India are discriminated 

against by relatives, teachers, employers, colleagues and friends. 

_ While most epileptics evidence a normal IQ, studies in the area of 
education indicate that many of them drop out of school because of 
pressure from unsympathetic teachers and school authorities who 
stigmatise them. They experience intellectual and cognitive problems 
such as memory loss or inability to cope with scholastic demands; 
parental or self-made decisions in the light of social pressures and 
cognitive problems; negative reactions of classmates [Cummins 1949; 
Davidson et al 1949; Samant et al 1973; Pazzaglia et al 1976; Nadkarni 
1980]. Teachers appear to harbour negative attitudes to epileptic pupils, 
questioning the latter’s capacity to perform at par with their non-epileptic 
contemporaries and demonstrating an unwillingness to teach such pupils 
[Pazzaglia et al 1976]. Petit mal seizures are often mistaken for 
inattentiativeness or day-dreaming and could be severely reprimanded. 
The prejudice with which epileptics are treated is felt in the work place too 
[Cummins 1949; Davidson et al 1949; Ryan et al 1980]. Though epilep- 

‘tics can be employed in any job except those involving heavy machinery, 
driving or a shift system, most employers would rather not employ 
epileptics. As a result, most epileptics feel the need to conceal their 
condition from prospective employers [Davidson et al 1949; Nadkarni 
1980] with the risk of being fired once the condition is known [Davidson 
et al 1949]. In addition to problems in employment due to prejudice, the 
low educational levels leave epileptics ill-equipped to compete in the job 
market. 

Epileptics face considerable set-backs when it comes to marriage. 
Dansky’s study (1980) holds that the rate of marriage for epileptic males 
and females is lower than the rate in the general population. Either the 
development of social skills is so poor as to hinder interaction, or 
prejudice rears its ugly head [Cummins 1949; Davidson et al 1949], 
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lowering the chances of marriage. Consequently, most epileptics and 
their families conceal the condition . This situation leads to problems 
because the non-epileptic spouse feels deceived and cheated and may 
decide to separate or divorce. India’s legal machinery, laying down 
epilepsy as a ground for divorce under the Hindu Marriage Act and the 
Special Marriage Act, gives an impetus to the perpetuation of discrimi- 
nation and stigmatisation [Desai 1978]. 

The effects of pregnancy on the epileptic patient are very unpredict- 
able and variable. In some instances, seizures increase; in others, they 
decrease; in yet others, they remain at the pre-pregnancy frequency 
{Knight and Rhind 1975; Schmidt 1982]. Epilepsy could begin during 
pregnancy, either as eclampsic or non-eclampsic seizures [Knight and 
Rhind 1975; Hopkins 1987]. It is important for the doctor concerned to 
be informed and act according to the patient’s history. While anti- 
epileptic medication, can sometimes have teratogenic associations 
leading to congenital malformations, it cannot be discontinued during 
pregnancy, though it may be altered to prevent foetal anomalies [Meadow 
1987]. 

Popular beliefs maintain that epileptics will give birth to epileptic 
children. However, most epileptics have non-epileptic children and 
evidence no problem in rearing them, provided the non-epileptic 
spouse is supportive. The quality of family life depends on the attitudes 
of the non-epileptic spouse to epilepsy and to the epileptic spouse. These 
are transmitted to the children and in turn, affect their perceptions of 
and relationship with the epileptic spouse. Lechtenberg and Akner 
(1984) show that uncompromising consistent disclosures of and healthy 
attitudes to the condition by parents allow children to adjust to the 
epilepsy while maintaining trust in and concern for both parents. On the 
other hand, parents who are ashamed for their condition conceal it from 
the children, incurring their anger and resentment when the condition is 
discovered. 

_ The growth and development of epileptic children is no different from 
that of non-epileptic children in the areas and sequence of development, 
developmental tasks and milestones, and they should be allowed to 
participate in all the developmental tasks that go with their stage of life. 
However, epileptic children tend to be overprotected by parents and 
relatives because they are ‘special’ and ‘different’ [Davidson et al 1949; 
Ounsted 1955; Bharucha 1969; Lerman 1977]. Termed as hyperpedophilia, 
the condition arises because parents view epilepsy with anxiety, shame, 
frustration and try to maintain it as a secret. They confine the children to 
the home, depriving them of the opportunity to interact with others, to 
learn social and other skills and to develop their potential and personality. 
Thus, normal maturation is thwarted with a ripple effect on all areas 
of life. 
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Given the above scenario, it is small wonder that epileptics manifest 
problems in psychosocial functioning and a general low well-being and 
adjustment [Gupta and Yadav 1980; Dodrill et al 1984; Collings 1990] 
which foster poor self-perceptions among them [Danesi 1984]. The 
ongoing review of literature, besides highlighting the pressing need for 
interventions, draws attention to gaps. Indian literature is sparse, despite 
an incidence rate of one per 200 population [Indian Epileptic Association 
1991]. The family context is, by and large, overlooked, in spite of the 
increasing recognition of the effects of chronic illness on the family. This 
study, seeking to find out the family experience of epilepsy, is an attempt 
to rectify the present situation. , 


FAMILIES AND EPILEPTICS 


The study was exploratory in nature, demanding a qualitative method 
with a case study design. These choices, in addition to being well-suited 
to the nature of the topic under study, were also useful for analysis, 
facilitating the uncovering of relationships between variables, which 
could then be developed into hypotheses and further tested, thereby 
allowing for theorisation. 

Thé sample, consisting of four married epileptic patients, their 
spouses, children and members of their families residing in their 
homes as well as their doctors, socal workers were chosen through 
purposive sampling from the outpatient department (OPD) of a public 
hospital in Bombay, India. While the four patients were chosen so as 
to resemble each other on certain areas, there were also factors 
considered that rendered each case unique. The areas of similarity 
among the patients included the presence of grand mal epilepsy, a 
monthly income between Rs 751-1500, a pre-marital onset of epilepsy 
and intact and on-going marriages. The areas of difference were firstly 
in the time of revelation of the condition of epilepsy (revelation, 
implying either the epileptic spouse verbally informing the non- 
epileptic spouse of his or her condition or the actual occurrence of a 
seizure) ie, before or after marriage and secondly, with regard to the 
sex of the epileptic spouse with both male and female patients being 
covered. In accordance with these specifications, the sample included 
one male and one female, whose revelation of epilepsy preceded 
marriage and one male and one female, whose revelation occurred 
after marriage. 

The method of data collection comprised individual in-depth inter- 
views with the epileptic patient, the non-epileptic spouse, the children and 
the family members residing in the home. Initially, separate interview 
guides were constructed for the patient, the spouse, the children and the 
family members. Subsequent to their being pre-tested on one case, a guide 


284 RJH (New Series) Vol 1:4 1995 


for doctors and social workers working with the patient and his/her spouse 
and family was formulated. 

While the researcher identified the cases at the OPD of the hospital, the 
interviews were conducted at the patients’ residences. The researcher 
‘paid four home visits per case, the first one being a rapport building 
session with the patient, spouse, children and family. During the subse- 
quent visits, the interviews were conducted, each lasting for three hours, 
on an average. All the data were recorded on audio-cassettes with the 


consent of the interviewees and later transcribed. 


TABLE 1: LABELS STANDARDISED ACROSS THE CASES AND USED TO REPRESENT 


Label 


Life change event 
Cultural values 
Negative attitudes 
Positive attitudes 
Emotional Bond 


Overprotectivenes 


Support 


Effects of providing - 


support 


Vital roles 


No subjective experi- 


ence of the problem 


Problem 


Other problem 
No other problem 


Developmental Stage 


Fear of marriage 
prospects 


EMPIRICAL DATA 
Empirical Referent 


An event that changes status and/or brings certain roles. 
Acceptance, tolerance, accommodation. 

Anger, resentment, bitterness. 

Concern, sympathy, understanding. 

Unconditional acceptance and attachment. 


Lowered demands and expectations, restrictions on 
various areas of life. 


The material, informational, emotional, affectional and 
financial sustenance that is provided through regular 
and direct contact and that facilitates adaptive patterns 
of behaviour. 


The increased roles and responsibilities that arise for the 
provider of support, who in providing support, has to 
perform his or her role as well as the case’s role 
partially. 


Roles that are pivotal in family functioning. 


The problem is not subjectively experience, though it 
objectively exists. 


An issue causing disequilibrium and demanding 
settlement. 


The problem gives rise to further problems. 
The problem does not give rise to any further problem. 
The stage at which marriage is a developmental task. 


A fear that the case’s epileptic,status hinders his/her 
chances of finding a spouse. 
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On going into the field, modifications in methodology were invevit- 
able. The interview guide for the children was used with children above 
five years. Even so, owing to the cognitive level of the child in the 5-11 
age group, it was difficult to gather data satisfactorily from them. Besides, 
since two of the patients lived with their families of origin and one had 
her family of origin residing in the adjacent house, they too were inter- 
viewed. | 

The large patient population attending the hospital OPD made it 
difficult for doctors to have a personal relationship with each patient. 
Being unable to provide case specific data, seven doctors were inter- 
viewed on the perceived effects of epilepsy on familial life in general. 
With regard to the social worker, as none of the cases chosen for the study 
had approached the hospital social worker, case specific information was 
not possible. Hence an interview on the perceived effects of epilepsy on 
familial life in general was conducted with the social worker, using broad 
areas of the interview guide for doctors and social workers. 

The data for each case were represented through a framework which 
indicated the relationships between the variables. The framework using 
empirical data was then refined using labels, which were standardised 
across the cases to facilitate comparison while simultaneously retaining 
the uniqueness of each case (Table 1). Based on this, data points for each 
case were determined. These data points were then integrated across the 
cases into four categories viz medical history, social history, positive 
factors and negative factors, and the relationships between variables so 
emerging were examined. The data, collected through the interviews with 
the doctors and the social worker were used in formulating the recommen- 
dations of the study. 

The findings of the study, formulated on the relationships between 
variables, indicate that, families responded to the epileptic patient with 
overprotectiveness. The presence of the family’s overprotectiveness was 
determined by the combined existence of positive attitudes and the nature, 
type, frequency and severity of the seizues. The overprotectiveness 
resulted in the patient being inadequately prepared to assume his/her roles 
which contributed to problems in the family. The nature, type, frequency 
and severity of the patient’s seizures and their side effects and over 
protectiveness led to the family prematurely terminating the patient’s 
education which affected his/her occupational status and social mobility. 
The combined interaction of the nature, frequency type and severity of the 
patient’s seizures and their side effects, his/her inadequate role prepara- 
tion and vital role performance appeared to be necessary preconditions 
for family problems to arise. 

Families distinguished between the objective presence and sub- 
jective experience of problems. The existence of this distinction, trig- 
gered by the familial emotional bond, affected other problems, attitudes, 
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support, effects of providing support and overprotectiveness in the 
family. Cultural values determined familial positive attitudes towards 
patient while the factors underlying negative attitudes varied with each 
case. 

The presence of problems, positive attitudes and the nature, type, 
frequency and severity of the seizures and their side effects triggered the 
family’s support response. Support was initially provided to deal with the 
seizures, but it expanded to include family problems as and when they 
appeared. Family support reduced problems but did not eliminate them 
altogether. The nature, frequency, type and severity of the patient’s 
seizures and the nature of problems determined the levels of support to 
be provided by the family. The size and the composition of the family 
support system (a result of the size of the family, the ages of the family 
members, life change events, the nature, type, frequency and severity 
of the seizures and the presence of problems) worked along with the 
emotional bond to influence the effects of providing support, the per- 

‘ception of problems, attitudes, other problems and overprotective- 
ness within the family. Family support and positive attitudes, present 
throughout the patient’s life, coexisted with negative attitudes when the 
latter arose. 

In the absence of an emotional bond between spouses prior to mar- 
riage, the developmental stage of the patient appeared to be a sufficient 
condition for the contemplation of marriage. The family of origin’s belief 
that epilepsy would be cured by marriage promoted the decision that the 
patient should get married. The patient’s seizures caused in his/her family 
of origin a fear of his/her marriage prospects. This promoted non revela- 
tion of the condition of epilepsy prior to marriage, in the absence of an 
emotional bond between the spouses. The type of marriage (ie, love or 
arranged) along with the nature, type, frequency and severity of seizures 
determined the spouses’ perception of problems, the genesis of other. 
problems, the effects of providing support, support, attitudes and 
-overprotectivenes. 

The nature of the spouses marital decision was contingent on whether 
the condition of epilepsy had/had not been revealed prior to marriage. The 
reaction of the non-epileptic spouse to the non-revelation of the spouse’s 
epilepsy prior to marriage varied with her/his personality. 

Fears or doubts about offspring having epilepsy did not act as a 
major consideration in the desire to have children. Neither pregnancy 
nor epilepsy had influenced each other — a relationship supported by 
the literature but which according to the literature is not the only relation- 
ship between the two variables [Knight and Rhind 1975; Schmidt 1982]. 
The cognitive level of the offspring, contingent on their developmental 
stage influenced the parental decision to reveal the epileptic condition 
to them. 
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CONCLUSION 


While the findings demonstrate that the effects of epilepsy on the 
family arise not due to the illness alone but also from other factors 
surrounding the condition, they lend support to the literature cited in the 
first section of this paper. Epilepsy, as also other chronic illnesses, does 
affect the family. 

Within the family, there is virtually no discrimination or negative 
attitudes to the patient. On the other hand, overprotectiveness on the part 
of the family can be seen as a form of discrimination. The study 
demonstrates that it is not epilepsy per se that hinders the patient’s and the 
_ family’s life. It is the presence of overprotectiveness, arising out of the 
illness, that appears to play an important role in the patient’s preparation 
and performance of roles and in his/her moving from one developmental 
stage to another and this has an impact on his/her and the family — a 
finding that is supported by previous studies such as Davidson et al 
(1949), Ounstead (1955), Bharucha (1969) and Lerman (1977). 

As regards education and employment, the data suggest that the 
inability to complete these roles optimally is influenced by the family 
members overprotectiveness rather than by the reactions of teachers and 
employers and the capacities of patients. External factors have not been 
given a chance to operate. Hence a comparison with related literature at 
this point seems inappropriate. 

The presence of the support system and its benefits indicates that 
while marriage and family serve as support creation mechanisms, they 
generate problems through their overprotectiveness. The support they 
provide is basically to mitigate the problems that they themselves are 
ultimately responsible for. None of the offsprings of the patients had 
epilepsy — a finding that is supported by the literature. The findings also 
support the literature that the quality of family life depends on the 
attitudes of the non-epileptic spouse to epilepsy and to the epileptic 
spouse and on the support that the former provides. 

The findings of the study must be contextualised within the method- 
ology adopted, for a better insight into their relevance. The case study 
design limits the attempt to generalise, with the sampling technique 
introducing an element of bias. Another important point is the small 
sample size. Given the time limit within which the study had to be 
completed. Four cases were optimal. But, ideally, research subscribes to 
no time-bound design and should this study be repeated, a larger sample 
is definitely recommended. 

The possibility of respondents’ confounding general problems, atti- 
tudes, support and coping with those affected by epilepsy cannot be ruled 
out, Constant reminders that epilepsy was the focus of the discussion were 
necessary, crea3ting a directive element in the interview. Additionally, 
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given the demand for a historical understanding of the problem, respon- 
dents had to go back in time to provide information. For some of the 
respondents, this process was difficult due to clouding of memory. 
Details of events and perhaps whole events have probably been lost in the 
process. For some of the respondents in whose lives problems were 
evident, the interviews were either painful or cathartic or both. 

In the final analysis, the value of the findings lie in the relations they 
suggest between variables, which facilitate further research and 
theorisation. Additionally, they also provide an empirical base for inter- 
vention. The pressing need for social workers to move out towards 
patients and their families and towards communities to empower them 
can no longer be ignored. | 

Clamping down on the overprotectivness response is also in order. 
Since overprotectiveness is a buffer against the stigmatising effects of 
being epileptic, work with parents should be accompanied by efforts to 
increase community awareness in a bid to demystify and destigmatise the 
condition. 

While recommending revelation prior to marriage, written proof of 
this is suggested. Given the clauses of the Hindu Marriage Act and the 
Special Marriage Act [Desai 1978], epilepsy can be used as a grounds for 
divorce. Allegations of non-revelation prior to marriage serve as a 
catalyst to this process. Written proof that this condition has been 
revealed prior to marriage may help turn the tide in the favour of the 
epileptic spouse. Recognition that the clause that pronounces epilepsy as 
a ground for divorce in the Hindu Marriage Act and the Special Marriage 
Act [Desai 1978] is outdated and negates the faith that citizens have in 
their law and order machinery must be created and accepted. Counselling 
prospective spouses and their families about various aspects of epilepsy 
should be made mandatory, in order to demystify the seizures, promote 
positive attitudes, deal with problems and ensure support and task 
oriented adaptive coping. 


[This paper is based on the author’s M A research project. The author is grateful 
to her guide, Vimla Nadkarni, head, department of medical and psychiatric social 
work, Tata Institute of Social Sciences, for her unstinting support and guidance 
and to Rajshree Mahtani, Unit for Social Policy and Social Welfare Administra- 
tion, Tata Institute of Social Sciences, for her valuable assistance with the 
analysis. ] 
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doublespace. If the material is on a word processor, please 
send us a hard copy along with the matter on a diskette 
preferably in WS4. Address all communications to the editor 
at the address on the inside front cover. 
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DOCUMENT 


The Leeds Declaration 


Reorienting Public Health Research 


NEW approaches to understanding and managing public health problems 
are urgently required. Classical and traditional methods provide instru- 
ments which may be too blunt to address all the complexities of today’s 
health problems. Many methods are available from different fields which 
can and should play complementary roles. At present these remain seriously 
underutilised or are not recognised as having a contribution to make. ~ 

Atan international workshop in Leeds, UK, in June 1993, it was agreed 
that a reorientation of public health principles were urgently needed. This 
declaration is the result. The academic and service public health practitio- 
ners who have collaborated to produce the Leeds Declaration have done 
so in the expectation that it will be used as a focus for discussion and 
debate in the widest arena. 


The Declaration 


* We are most likely to be able to improve the nation’s health if we 
can pinpoint and address economic, social and political reasons - the 
root causes that affect people’s health — instead of blaming individuals 
for problems over which they have no control. 

* We need to know what makes people healthy as well as what makes 
them ill. We need to find out why some people stay fit despite their 
exposure to adverse circumstances. 


How do we find out what we need to know? 


* Classical investigative and statistical methods do not provide the 
whole story. The information that people have about their health and 
their lives is entirely valid and needs to be taken seriously. 

* There are many approaches to investigating the causes, outcomes 
and means of fighting ill health. There are a variety of methodologies 
which can be utilised in conjunction with epidemiology in dealing with 
the complexities of Current public health problems. 

* Gathering information by talking to people about the reality of their 
lives demands the same rigorous standards as those applied to the 
collection of statistics. 
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* Research funding should be allocated as ee to the principles 
outlined in this Declaration 


Who should we work with? 


* Lay people do not need professionals to tell them that being 
out of work, on low incomes and/or living in poor housing can affect 
their health. We will work with lay people to jointly define 
health and to combine personal knowledge & experience with a 
variety of research methods rigorously applied to address ill 
health. 

* A wide range of people working in health? social sciences and 
other related fields have equally valuable insights into the causes 
of and solutions to ill health. 


What should we do with the information we receive? 


* Research of itself will do nothing to change people’s lives. We need 
to ensure that what we discover about the causes of ill health is fully 
used to promote better health. 


The Leeds Declaration is the direct outcome of an international 
workshop that took place in the Nuffield Institute of Health in June 
1993. The purpose of the workshop was to consider the limitations of 
current established approaches to public health research. The key 
concern was to explore the validity of promoting a broader research 
framework which could handle increasingly complex health prob- 
lems. The invited academic and service participants represented a 
range of public health disciplines including sociology, economies, 
' psychology, epidemioiogy and public health medicine. | 

The participants felt strongly that although epidemiology has given 
good service in developing a robust knowledge base for effective 
public health practice, contemporary public health problems had 
exposed the limitations of the pure epidemiological approach. Many 
distinguished public health researchers and writers have already given 
serious thought to these issues and their work formed the basis for the 
workshop discussions [1-8]. 

Ultimately, the workshop gave a mandate to a small subgroup to 
produce a cohesive, summary statement which would clearly reflect 
the focus of the discussion and which could promote action. This has 
been entitled the ‘Leeds Declaration’ and embodies the essence of the 
work discussions. It focuses on the need for a comprehensive frame- 
work to public health research, for professionals to take serious 
account of the views of the lay public and for an approach that will 
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build on and integrate epidemiological principles and practice into a 
wider conceptual and methodological framework. 

Since the workshop, there has been a national one-day conference 
(November 1993) to share the content of the Declaration with many 
NHS managers, public health physicians and academics. Most re- 
cently (September 1994) - and following a rewrite of the Declaration 
into more accessible language - this was discussed witha small invited 
group of senior managers and public health physicians to test out the 
validity of application to NHS effectiveness. Managers and public 
health professionals are becoming increasingly aware of the fact that 
there are serious limitations to traditional research approaches and 
that there is a definite need for the integration of a variety of ap- 
proaches and methodologies. 


[Extracted from an article by Frada Eskin of the same title in Critical Public 
Health Vol 5, No 3, 1994]. 
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COMMUNICATIONS 


Utilisation of Maternal Health Services 


Report from Rajasthan 


Maternal health care services, both private and public are poorly 
utilised, especially in tribal districts. 


EVERY year more than 150 million women become pregnant in the 
world. The WHO estimates that at least 23 million of these develop 
complications which require skilled treatment. Deaths of women and 
babies in child birth can be prevented through a combination of several 
interventions. First, maternal deaths can be reduced by reducing the total 
number of pregnancies. Family Planning information and services can 
help avoid births that are unwanted, too early, to close together and too 
late. Such high risk fertility patterns contribute considerably to high 
numbers of maternal and neonatal deaths. However, family planning can 
provide only part of the solution to the problem because this does not 
reduce the risk associated with each.pregnancy. To do this requires that 
all women receive appropriate care during pregnancy and delivery and 
every baby receives special care in the first critical hours and days of 
life. The health of pregnant women can be improved through effective 
prenatal care which also increases a mother’s chances of giving birth 
to a healthy baby. Regular monitoring during pregnancy can help to 
ensure that complications are treated early before becoming life-threat- 
ening emergencies. 

However, pregnancy is an ongoing risk process, and even the most 
effective screening currently available cannot predict accurately which 
individuals will develop complications. The presence of a trained atten- 
dant during labour and delivery can ensure that if problems arise, skilled 
help is available to treat them or, if that is not possible in the circum- 
stances, to transfer the women to a higher level of care such as a district 
hospital. Because complications and emergencies can happen to any 
woman at any stage of the pregnancy, maternal health care requires a 
system that provides the essentials of prenatal care while simultaneously 
assuring that woman and their families know where to seek help for 
complications and that skilled assistance is available to all women as 
close as possible to where they live. 

The present study was carried out in two districts of the state of 
Rajasthan; Ajmer (non-tribal) and Udaipur (tribal) during January 1994. 
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The sample was selected by probability proportionate to size (PPS) 

technique. In PPS technique (for a specific area) the probability of 
inclusion in the sample are directly proportionate to size of its population. 

In the process of selection of sample as per PPS, list of city-wards and 

villages with cumulative population was prepared for 1991 census data of 
these two districts. The total population of a district was divided by 

number of required sample units (eg 30 in this case) to find the sampling 
intervals. Then a random number was generated between 0 to sampling 

interval. The village with this cumulative population was selected as the 

first village under sample. To find subsequent sample villages, sampling 

interval was added into random number and the village with correspond- 

ing cumulative population was once again taken in the sample. The 

process continued till the required number of sample units were finally 

chosen. 

Data was collected from the respondents (mothers of children, below 
one year of age) on the maternal care services utilised by them during their 
last pregnancy on the following: pregnancy registration, ante-natal care 
check ups, place of delivery and attendant for delivery. Based on simple 

random sampling 10 respondents, were selected from each cluster and by 
thus comprising a total sample of 300 respondents from 30 clusters in 
each district. 

The results of the present study are discussed in the following section. 
The utilisation of maternal health care services by the respondents in the 
study area are discussed on these aspects; i) registration of pregnant 
women, ii) coverage of ante-natal care services, iii) deliveries conducted 
by trained personnel. 


REGISTRATION OF PREGNANT WOMEN 


The pregnancy registration is essential for better delivery, health of 
mother and baby. The present study shows that at the district level, a 
greater percentage of pregnant women in non-tribal district (Ajmer) were 
registered than in tribal district (Udaipur); 60 per cent in tribal district and 
77.3 per cent in non-tribal district. 

The relative utilisation of different types of institutions for registration 
purposes by pregnant women was categorised in public hospital/dispen- 
sary, sub-centre/health worker and other institutions including private 
and charitable/voluntary organisation. Table 1 shows that in the tribal 
district (Udaipur) 48 per cent of pregnant women were registered at public 
- hospitals and dispensaries followed by sub-centres and health workers 
(about 37 per cent), and the remaining 15 per cent at other institutions. In 
the case of non-tribal district (Ajmer), 57 per cent of pregnant women 
were registered with public hospitals and dispensaries; followed by 37 per 
cent with sub-centres and health workers and the remaining about 5-6 per 
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cent with other institutions. There was wide variation with regard to the 
utilisation of hospitals for the purpose of registration. 


COVERAGE OF ANTE-NATAL CARE (ANC) SERVICES 


Ante-natal care services during pregnancy are very important both for 
the mother’s health as well as of the baby she is carrying. The present 
study shows that at the district level, a greater percentage of pregnant 
women in non-tribal district (Ajmer) had gone for ante-natal care check- 
ups compared to tribal district (Udaipur). Data presented in Table 2 shows 
that out of 300 respondents in each district, 232 (77.3 per cent) in non- 
tribal district (Ajmer) and 180 (60 per cent) in tribal district (Udaipur) had 
gone for ante-natal care check-ups. But again when enquired only from 
those who had undergone the ante-natal care check-up (232 and 180 in 
non-tribal and tribal district respectiely), about how many times she 
visited any health care facility for the ante-natal care check-ups (232 and 
180 in non-tribal and tribal district respectively)], about how many times 
they had visited any health care facility for the ante-natal care check-up 
around 38 per cent in non-tribal district (Ajmer) and 55 per cent in tribal 
district (Udaipur) reported no more than two visits to any health care 
facility in the course of their pregnancies. It was also observed (Table 2) 
that the maximum percentage of pregnant women in non-tribal district 
(62 per cent) compared to the tribal district (45 per cent) were visiting the 
facility at least three times or more than three times during the course of 
their pegnancy for ante-natal care check-ups. 

It is normally assumed that a pregnant woman should receive at least 
the minimum dose of around 90-100 iron and folic acid (IFA) tables. 


TABLE 1: PERCENTAGE DISTRIBUTION OF RESPONDENTS CLASSIFIED BY PREGNANCY 
REGISTRATION AND PLACE OF REGISTRATION 


Pregnancy Non Tribal 
Registration . Tribal 


After you came to know that you are pregnant 
did you register yourself with Health Worker 
(HW) or any other health institution Yes a oe | 60.0 
No 22.7 40.0 
Total 100.0 100.0 
(N) (300) (300) 


In case of yes, mention institution Hospital 57.0 48.0 
SC/HW Ye 36.8 
Other 5.5 15.2 
Total 100.0 100.0 
(N) (232) (180) 
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Table 2 depicts that the amount of IFA tablets received by the pregnant 
women were not satisfactory. The data shows that in non-tribal district 
(Ajmer) out of all about 40 per cent registered pregnant women (232), and 
in tribal district (Udaipur) about 39 per cent of registered pregnant women 
(180) received sufficient amount of 90-100 IFA tablets. About 60 per cent 
of the registered pregnant women, who claimed that they had gone for 
ante-natal care check ups, did not receive the sufficient amount of IFA 
tablets in both districts. This shows, that the frequency of visiting the 
health care institutions for ante-natal check-ups is not the only important 
factor, but the quality of services as well. 

Anti-tetanus injections taken during pregnancies help minimise 
maternal mortality. Data presented in Table 2 shows that in non-tribal 
district (Ajmer), out of 232 registered pregnant women (who claimed 
that they had undergone ante-natal care check ups), about 23 per cent 
were did not receive the sufficiient amount of tetanus toxide. This 
findings also supports the previous one, that the quality of services are 
very poor. 

Deliveries conducted by trained personnel ensure fewer complications 
and problems faced during child birth. The present study gathered 
information regarding the place of delivery and the person who actually 


TABLE 2: PERCENTAGE DISTRIBUTION OF RESPONDENTS AVAILING ANTE-NATAL CARE 
SERVICES IN NON-TRIBAL AND TRIBAL DISTRICTS 


Ante-Natal Care Services f District 
Non-Tribal Tribal 
Did you undergo ANC check-ups? Yes Poe 60.0 
i No BSE | 40.0 
Total 100.0 100.0 
(N) (300) (300) 
I If yes, how many times? <3times 37.9 55.0 
> 3 times 62.1 45.0 
Total 100.0 100.0 
(N) (232) (180) 
II No. of IFA tablets received Nil 16.3 0.0 
30 19.1 22.8 
60 24.5 37.8 


(N) (232) (180) 
III No of TT received One 15.9 22.8 
Two Lod (py) 
Booster 10.4 Lt 
Total 100.0 100.0 
(N) Tae) (180) 
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conducted the delivery. Table 3 presents the percentage distribution of 
respondents by the place of delivery and the attendant for delivery for 
non-tribal and tribal districts in Rajasthan. 

The present study shows that in the case of non-tribal district 
(Ajmer), out of 300 pregnant women, 176 (about 59 per cent) reported 
that their last delivery took place at home but in case of tribal district 
(Udaipur) out of 300 pregnant women, 258 (about 86 per cent) delivered 
at home during their last delivery. The study thus reports that the most 
popular and acceptable place of delivery was home, in both non-tribal or 
tribal districts, but again in this case the percentage is much higher in 
tribal district. 

Table 3 also presents the percentage distribution of respondents by the 
attendant for the delivery. Information was gathered about the person who 
actually conducted the delivery. The study shows that in non-tribal 
district (Ajmer), the health functionary (doctor/LHV/ANM) conducted 
45.3 per cent of the deliveries and trained dais conducted 2.3 per cent of 
the deliveries. In case of tribal (Udaipur) district, the health functionaries 
(doctor/LHV/ANM) conducted 18.4 per cent of the deliveries and trained 
dais 17.3 per cent of the deliveries. Table 3 also depicts that the deliveries 
conducted by untrained dais were 41.7 per cent and 47.7 per cent out of 
the total deliveries conducted in non-tribal (Ajmer) and tribal (Udaipur) 
district, respectively. The data depicted in the table also show that the 
deliveries conducted by the relatives were 10.7 per cent and 16.7 per cent 
in non-tribal and tribal districts respectively. 

When we analyse the data for trained and untrained persons who 
conducted the deliveries in each district, deliveries conducted by trained 


TABLE 3: PERCENTAGE DISTRIBUTION OF RESPONDENTS BY PLACE OF DELIVERY AND 
ATTENDANT IN NON-TRIBAL AND TRIBAL DISTRICTS 


Delivery Services District 
Non-Tribal Tribal 


Where did you deliver? Home 58.7 86.0 
SC Ja 0.0 
Hospital 36.0 14.0 
Total 100.0 100.0 
(N) (300) (300) 
Who attended your delivery? Relatives 10.7 16.7 
. Dai 41.7 47.7 
Trained Dai 2.3 Wy 
HW/LHV 4.0 4.7 
Doctor 41.3 Be 
Total 100.0 100.0 
(N) (300) (300) 
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personnel (ie, trained dai, HW/LHV/doctor) were found to be 47.6 per 
cent and 35.7 per cent in non-tribal (Ajmer) and tribal (Udaipur) district 
respectively. The possible reason for the same is that in tribal (Udaipur) 
district the tribal pockets like Jhadol (Phalasia), Kotra, Dhariyawad and 
Rishbdeo, have problems in accessing trained personnel for conducting 
deliveries in scattered areas. 

The findings from the study suggest that maternal health care services 
either through public or private sector are underutilised. The situation in 
tribal and non-tribal districts is not satisfactory but is very bad in tribal 
areas. The study suggests the adoption of area specific approach to 
improve the health status of the women and to reduce the incidences of 
IMR and MMR. Area specific strategies would ensure better results and 
outcome. 
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Interpreting Demographic Data 
SRS, 1993 


The Sample Registration Survey data emphatically point to the 
great variation in health indicators across states. Is there a case 
for increasing the sample size to capture the details? 


IN the absence of complete civil registration of births and deaths in our 
country (with the exception of Kerala and large towns and metropolitan 
cities), Sample Registration Survey (SRS) figures have been the most 
reliable source of demographic data for over two decades. A few important 
facts about SRS data must be mentioned before we proceed to interpret 
them. Though it is the most reliable data, SRS is only a sample survey 
and hence cannot be as accurate as complete civil registration. Secondly, 
SRS data is available only at the state level. We know from other sample 
surveys that there are wide variations among the different districts of 
a State. For example, sample surveys in Tamil Nadu indicate that, during 
1991-93, CBR among districts ranged from 14 (per 1000 population) 
to 23, while the state average has been around 20. Thirdly, as demo- 
graphic trends do not change overnight, it is advisable to look at long 
trends instead of arriving at conclusions by looking at the figures of the 
last two or three years. 

With these precautions, let us proceed to interpret the 1993 SRS 
data. The first thing to do is not to get euphoric about the fall in 
CBR and IMR in 1993 compared to the 1992 figures. As mentioned 
above, it is better to look at long term trends. A further refinement is 
to use the averages for three consecutive years rather than single 
year data. This helps in minimising deviations in the data that may 
occur due to sampling errors or poor quality of data collection in a 
particular year. 

Using SRS data from 1971, I have calculated three year averages 
for CBR and IMR (1971-73, 1981-83, and 1991-93) for the country 
and for selected states (Table 1). This indicates clearly the difference 
between the states of India. In Kerala, the CBR has declined by about 
42 per cent between 71-73 and 91-93 (col 8). For the same period, 
the decline is about 36 per cent in Tamil Nadu and 19 per cent for 
the country. The declines in MP (10 per cent), UP (17 per cent) and 
Rajasthan (16 per cent) are somewhat lower than the national average. 
However, the decline in Bihar (3 per cent) is negligible and this 
indicates that all the northern ‘BIMARU’ states cannot be considered 
to be similar, assuming that the quality of SRS data is uniformly 
reliable across the states. 
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TABLE 1: CRUDE BIRTH RATE (SRS) (1971-93) 


Sl. r CBR. CBR CBR Per Cent Change Ratio 
No. Average Average Average 1971-73 1981-83 1971-73 of 
for for for to to to Col(7)/ 
1971-73 1981-83 1991-93 1981-83 1991-93 1991-93 Col(6) 
(1) (2) (3) (4) (5) (6) (7) (8) (9) 
1 Kerala 30.5 25.6 17.7. -16.1 -30.9 -41.9 41.9 
2 Tamil Nadu STS. 220 = 1029. 27,6) =35. Sse 
3 Uttar Pradesh 43.3 38.9 35.8 -10.2 -7.9 -17.3 +0.8 
4 Madhya Pradesh 38.6 38.2 34.7 -1.00 -9.2 -10.1 +9.2 
5 Rajasthan AV Ovtese ae age 64 10.7. —l ot ies 
6 Bihar S24 31-9. 31.6 +16.9°--16.6. - —2:5°* 09 
7. India 36.0 33.8 29.0 -6.1 --14.2 -19.4 42.3 
TABLE 2: INFANT MorTALiTy RATE (SRS) (1971-93) 
SI. IMR IMR IMR Per Cent Change Ratio 
No. Average Average Average 1971-73 1981-83 1971-73 of 
for for for to to to Col(7)/ 
1971-73 1981-83 1991-93 1981-83 1991-93 1991-93 Col(6) 
Rage) (3) (4) (5) (6) CL mentee) (9) 
1 Kerala 59 675) 15 44.1 -54.5 -74.6 je 
2 Tamil Nadu 114 87 57 —23.7 -34.5 -50.0 is 
3 Uttar Pradesh 189 151 96 —20.1 -36.4 -49.2 ie oy 
4. Madhya Pradesh 151 134 109 -11.3 -18.7 -27.8 1.7 
5 Rajasthan 130 105 84 -19.2 -20.0 -35.4 1.0 
6 Bihar - 110 71 ~ —35.5 ~ - 
7 India 134 107 78 —20.1 -27.1. -41.8 1.3 
TABLE 3: FEMALE LITERACY RATE CENSus 1971, 1981, 1991 
SI. Female Female Female Per Cent Change Ratio 
No. Literacy Literacy Literacy 1971 1981 1971 of 
Rate for Rate for Rate for to to to Col(7)/ 
1971 1981 1991 1981 1991 1991 Col(6) 
(1) (2) - (3) (4) (5) (6) (7) (8) (9) 
1 Kerala 54.31 65.73 86.93 21.03 32.25 60.06 1.5 
2 Tamil Nadu 26.86 34.99 52.29 30.27 49.44 94.68 1.6 
3 Uttar Pradesh 10:55. 34,04 :26.02-52.33,08 236530 146.0" 32:6 
4 Madhya Pradesh 10.92 19.48 28.39 78.39 45.74 159.9 0.6 
5 Rajasthan 8.46 11.42 20.84 34.99 8249 1463 24 
6 Bihar 8.72 .13.62. 23.10 >56.19" 69.60: 164.9 bez 
7 India PSpiU0\.24,02,° So Acero: .08.62:- 110.8 1.8 
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Column 9 of Table 1 compares the declines in CBR during the decade 
of 1970s with that during the 1980s. For Kerala, Tamil Nadu, Rajasthan 
and India, the fall in birth rate during the 80s is around twice the decline 
during the 70s. That is, the fall in CBR has accelerated during the 80s and 
one can hope for further declines during the 90s. In Uttar Pradesh, the 
decline in CBR seems to have slowed down during the 80s, when 
compared to the decline in the 70s. The trend for Bihar is difficult to 
interpret, as the CBR went up sharply during the 70s and declined again 
during the 70s. One can only hope that the declining trend in the most 
recent decade (80s) will continue during the 90s. The trend for Madhya 
Pradesh has to be interpreted carefully: the ratio of over 9 in column 9 is 
due to the fact the decline in CBR during the 70s was very small and not 
because the decline during the 80s was large (which it is not). Similar 
calculations can be done for all the states and this would be a better 
indicator of trends in birth rates rather than the difference between 1992 
and 1993. 

Table 2 is a set of similar data for IMR for selected states and the 
country as a whole. Once again, Kerala tops the list with a decline of 
nearly 75 per cent between 19%1-73 and 91-93. This is all the more 
remarkable because even during 71-73, the IMR of Kerala was quite low 
(59 per 1000 live births), in fact, lower than the current (91-93) IMR in 
most states. In Tamil Nadu and UP, the decline is around 50 per cent while 
it is about 42 per cent for the country. The decline in Rajasthan (35 per 
cent) and in MP (28 per cent) are also considerable. For Bihar, figures for 
earlier years are not available but the decline from 1981-83 to 91-93 is 
35.5 per cent, lower than the decline in Kerala, but about the same as in 
Tamil Nadu and UP (col 7). 

Column 9 of Table 2 compares the declines in IMR during the 0s with 
the declines in the 80s. A significant fact is that the decline in IMR seems 
to have accelerated considerably during the 80s in both UP and MP. Even 
for the country as a whole, the decline in IMR has slightly accelerated 
during the 80s. Considering the fact that declines in IMR seem to result 
in declines in birth rate, programmes focusing on MCH care need to be 
intensified. 

Table 3 is a similar table for female literacy; but the data is from the 
censuses of 1971, 81 and 91. A quick glance at Table 3 shows that female 
literacy rates have more than doubled between 1971 and 1991 for the four 
large states (except Kerala and TN) and for the country (col 8). This is 
partly because of the very low level of female literacy in the base year of 
1971. Further, in 1991, the female literacy rates of UP, MP, Rajasthan and 
Bihar were still below 30 per cent compared to 39 per cent at the national 
level, 52 per cent in Tamil Nadu and 87 per cent in Kerala. 

A more useful indicator is the comparison of the rise in female literacy 
rates in the 70s with that during the 80s. This analysis reveals that both UP 
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and Rajasthan have registered remarkable achievements during the 
1980s compared to the progress during the 1970s. If this trend is main- 
tained, especially rates in these two states may be close to 50 per cent by 
the time of the next census in 2001. The progress in Bihar during the 80s 
is only slightly more than the progress during the 70s. However, the 


ANNEXURE 1.1: ESTIMATED ANNUAL BIRTH RATE, DEATH RATE AND INFANT 
MorTALITY RATE, 1993 (PROVISIONAL) SRS 


States/UTs Birth Rates Death Rates Infant Mortality Rate 
Com- Rural Urban Com- Rural Urban Com- Rural Urban 
bined bined bined 

(1) lay tay LO) (6) Ak) 8 (Be - (9), 10) 

Andhra Pradesh 24nIe aro aoe (64 Os 9.58 5:4) e642 870 2 a6 

Assam 290" 3042 523:4° 102 10.7 “364-81 84 57 

Bihar S2al ao Peet) O.O0r LEAs Our nO 150 need 

Gujarat DR Zo tee ok OO Os 8 abo ae 

Haryana BOs 202A he. RT Saat O55 C60 8 

Karnataka OSS 2025) 1 Bh 9S ee SO Taha oe 

Kerala iy ee ere 2 O00 OO Be cS 15 7 

Madhya Pradesh ~..33:4, 35.9 «24.3 12.6. 13.9. 7.6 106 113. <68 

Maharashtra Dae UL OF 1 oak =: 955+ a AG) men Os 31 

Orissa SIS iO Pf fal (ray Hrd id WP een Wt Re wo) ARS PA 10 a NB oa a 6 

Punjab DiS l ide 22a. TS 88s 55" 3. 60s sas 

Rajasthan Sie soo 20 O30 S10 a 2 eee 

Tamil Nadu FOF 19 3% 190 80-59 .2 8 3 ni SOc OO aos 

‘Uttar Pradesh SQM Fro 3009) 114A 1228 9 938 “OR oe sO 7: 

West Bengal O30 228106 HLia) DS 3 Osu e, Fil SS er O4eeede 

Arunachal Pradesh 27.6 27.7 27.4 86 99 1.1 

Goa 1642155 16.8. 6.6.7.7. 7 A9 

Himachal Pradesh 26.7 27.4 19.6 86 9.0 55 63 65 # £36 

Manipur | Wes 202 20,6), 4.8 5,1) AZ 

Meghalaya DA iTS LUM fol Ls ome Pe aid bf Ram 2 450 

Nagaland 200 wisi, 244% A044) °"S2) 

Sikkim Pewee OG AT 

Tripura Bo 2 SAIS 163. 267 AO 

A&N Islands TAL GME “ca 2 515 Se On soe 

Chandigarh 18.00 452 1 B35 4.553) 

D&N Haveli (Rural) 33.6 33.6 —- 12.2 12.2 - 

Daman & Diu 25 4026.8 24:2,; 18.6. 8:0 - 9A 

Delhi awe | Bd gS cI O mote dss D9 

Lakshadweep OS Tea 2 21M A Oe O09 21. Onl 

Pondicherry PROGID. ot OS HOr bat 1420 2.0.0 . 

All India* De NSU 3 LI. Poe LOD Ds ee (AO e hae 


* Excludes Jammu and Kashmir 
— No Urban samples 
Source: SRS Rates by RG, India 
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ANNEXURE 1.2: DIFFERENCES IN BIRTH AND INFANT MorTALITY RATE BETWEEN 1993 
(P) AND 1992 AND TOTAL FERTILITY RATE BETWEEN 1992 AND 1991 


(SRS EstTIMATEs) 
States/UTs Birth Rate Infant Mortality Rate Total Fertility Rate 
1993 1992 Increase 1993 1992 Decrease 1992 1991 Increase 
(P) (+)/Decr- (P) (+)/Decr- (+)/Decr- 
ease(—) ease(—) ease(—) 
in 1993 as in 1993 as in 1992 as 
Compared Compared Compared 
to 1992 to 1992 to 1991 
(col 2-col 3) (col 5-col 6) (col 8- 
col 9) 
(1) 2 Tae ED) (4) (5) (©) (7) (8) (9) (10) 
Andhra Pradesh 24.1 24.5 (-)0.4 64 71 (-)7. 28 3.0 (©)0.2 
Assam 29.5 30.8 (-)1.3 81 76 (45 34 35 (©0.1 
Bihar 32.1 0323. 16)0.2 70 ID (-)3 46 44 (+)0.2 
Gujarat 28.0 28.1 (-)0.1 58 67 (-9 3.2 3.1 (+)0.1 
Haryana 30.6 32.0 (-)1.4 65 715 (-)10 38 ,40 (-)0.2 
Karnataka 25.5 26.3 (-)0.8 67 73 (--6 29 3.1 (-)0.2 
Kerala 17.3 17.7 ©04 13 17 (-4 1.7 1.8 (-)0.1 


_ Madhya Pradesh 33.4 34.9 (-)15 106 104 (+)2 44 46 (-)0.2 
Maharashtra 25.0 253 (-)03: S50 59 (-9 29 3.0 (-)0.3 


Orissa 27.2) 27.8 .4-)0.6- 110-- 15 ~~ ©)5)-3.12..33; 4402 
Punjab 26.3, 2951.” A908 3 35" 250 SL, Fs ne 
Rajasthan _ 33.6 34.9 (-)1.3 82 90 (+8 45 46 (-)0.1 


Tamil Nadu Oi 0. lS 56 58 (25 22° 229i 
Uttar Pradesh 36.0 36.3 (-)0.3 93 98 (-)5 5.2 £5.1 (+)0.1 
West Bengal 25.6 248 (+)0.8 58 65 (-7 2.9 3.2 (-)0.3 
Arunachal 


Pradesh 27.6 26.6 (+)1.0 
Goa 146 14.7 (0.1 
Himachal 
Pradesh 26.7 28.1 (-)1.4 3.1... 30 SL 
Manipur 20.3 19.5 (+)0.8 
Meghalaya 28.5 29.8 (-)1.3 
Nagaland 20.0 19.2 (+)0.8 
Sikkim 2337-2240 U@H)19 
Tripura 23.3 23.1 (+)0.2 


A&N Islands 21.6 20.0 (+)1.6 
Chandigarh 18.0 15.6 (+)2.4 


D&N Haveli 

(Rural) 33.6 37.8 (—)42 
Daman& Diu 25.4 246 (+)0.8 
Delhi 21.8 26.0 (-)42 


Lakshadweep 25.7 25.0 (+)0.7 
Pondicherry I5.5 19.8... (43 
All India* 26.) 29.2  (-)0.7 74 79 (-)5 36 3.6 NIL 


(P): Provisional; *: Excludes Jammu and Kashmir 
Source: SRS Rates by RG, India 
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performance of MP should be acause for concern — because the progress 
during the 80s is less than that during the 70s. 

It may be worthwhile to examine the feasibility of increasing the SRS 
sample size in districts with low female literacy, high IMR and high CBR, 
so that district level figures for the vital indicators are available. This 
would yield reliable data for the policy makers to formulate district- 
specific strategies to bring down the IMR and the CBR. 

Another thing that can be done is to commission NFHS type of surveys 
once in three years, so that time series data is available for a large number 
of health and fertility indicators. Since NFHS was done in 1992, Tamil 
Nadu has already commissioned the next survey for 1995, with funding 
from the DANIDA Health Care Project. While the data from NFHS 1992 
is at the state level, the TNFHS 1995 data will be available for five 
geographic zones of the state. The cost of carrying out a district level 


ANNEXURE 1.3: DIFFERENCES IN TOTAL FERTILITY RATE BETWEEN 1992 AND 
1991 — SRS EstTIMATES 


States/UTs Total Fertility Rate Total Fertility Rate Total Fertility Rate 
(Combined) (Rural) (Urban) 
1992 1991 Increase 1992 1991 Decrease 1992 1991 Increase 
(+)/Decr- (+)/Decr- (+)/Decr- 
ease(—) ease(—) ease(—) 
in 1992 as in 1993 as in 1992 as 
Compared Compared Compared 
Tea hoot J wealeiee to 1991 to 1991 
(col 2-col 3) ~ (col 5-col 6) (col 8-col 9) 
(1) (2)..2G) (4) (5) (6) (7) (8) (9) (10) 
Andhra Pradesh 2.8 3.0 (-)0.2 SY PSE, 1 Diamant an A Seat aie Jaga 2 agi FY (8 Od 
Assam 3.45 3.9 (-)0.1 3.0.) OAS Nils eden 2 AN 
Bihar 46 44 (402 48 45 (403 34 35 (©)0.1 
Gujarat ads fo | (-)0.1 54 2-93.2 2 02 2 2 (20.2 
Haryana 3:8: > 40° C02. 741 243. ©)0.2227 "307603 
Himachal 
Pradesh fe pt ON 1s | NIL Seles S25 )O1e 22: “0A 0.2 
Karnataka 2s Bains. 1 | (0.2. 3.1: 3:3.- C0.2° 2.4 -. 25°01 
Kerala es Bemae (-)0.1 eee 183) 07 tt foecN bs 
Madhya Pradesh 4.4 4.6 (-)0.2 4.7 49 (-0.2 30 34 (--)04 


Maharashtra 2.9 3.0 (0.1 ° 33 °34 ©0121 23 .25 ©)02 


Orissa BA Aegon A> (202 2.3 923 NIG 
Punjab fap ieee 20 | NIL Bia? one te NAL 2 Pe 2.00 A =)0H1 
Rajasthan 45 46 (01 48 49 (©01 33 37 (©04 


Tamil Nadu SIS RG Bb? NIL Dek Lid NIL 2.0 >: 20) ee 

Uttar Pradesh. 5.2 5.1  (+)0.1°.5.6°-5.4 (+)0.2' 3.8 3.7 (+)0.1 
West Bengal 29 32.0 C03 234° 38 « @-)04 719° 22,1 20.2 
India* 5.077) 53.6 NIL 57 SO NIL: 26 2 Seo! 


*: Excludes Jammu and Kashmir 
Source: SRS of RGI. 
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survey would be too high in view of the tremendous increase in the 
sample size. | . 

The data in the three tables can be calculated for all the states and 
regression equations can be written and solved for the following three 
combinations of variables: female literacy and IMR, female literacy and 
CBR and IMR and CBR. Similar exercises with such data clearly indicate 
that improving female literacy rates (through literacy campaigns and 
primary schools) and reducing IMR (through an effective primary health 
care system) are essential strategies in bringing down the birth rates to 
replacement level; focusing primarily on a contraceptive target based 
family planning programme may not be sufficient. A further refinement 
at the state level is to do similar analyses separately for rural and urban 
areas. (Tables 1, 2 and 3 have used only combined data.) 
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Review Article 


Sustainable Development 
A Limited Framework _ 


K J Joy 


Tending the Earth: Traditional, Sustainable Agriculture in India 
by Winnin Pereira; Earth Care Books, Bombay; 1993; pp 315; Rs 150. 


AS the title itself suggests, the book under review is one of the more 
recent additions to a growing body of literature dealing with sustainable 
agriculture and traditional agriculture practices in India. This is a re- 
flection of the growing number of people who are becoming critical about 
the consumerist, high fossil material and energy input based, centralised 
components of the capitalist developmental model. 

Over the last decade or so many fundamental problems have become 
visible due to the conversion of agriculture from mainly use-value 
production. Because of this, even to meet subsistence needs, people have 
to go through commodity market system and it has affected various 
segments of the rural society differently. Agriculture has come to be 
dependent on infrastructure developed by and inputs coming from indus- 
try. In this type of production system, natural and common resources like 
land, water, forest, etc, are seen only in terms of their extractive uses and 
not as healthy conditions of production which are necessary for the 
sustainability of production and of life. The large-scale droughts, deser- 
tification, floods, water logging, salination, widespread drinking water 
shortage, decrease in the primary productivity of land and erosion of the 
subsistence base of vast sections of people are all manifestations of the | 
unsustainable nature of the production system. This human-nature rela- 
tionship which has become all the more problematic with the capitalist 
transformation of agriculture, forms the central theme of Tending the 
Earth. 

In the first section (the book has not been divided into various 
__sections), the author has tried to spell out what he means by sustainability 
and social justice, defining them in the Indian cultural context which is 
seen as a synonym for unsustainability. Among the various factors which 
are contributing to unsustainability, the author has given a detailed 
analysis of the relationship between the various types of ‘diversions’ that 
are taking place, specially in the context of economic liberalisation and 
globalisation, of resources like land, water and fertiliser from “direct food 
production to other non-essential sector of agro-industrial system’. 
Diversions of food takes place in many ways: food processing and 
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transportation, dependent on unlimited access to subsidised energy, has 
resulted in the wide separation of production and consumption points. 
The author points out, “A basic need — food — which was simply, 
cheaply and sustainably furnished earlier is now made complicated, 
expensive and an unsustainable product by commercialisation... prevent- 
ing people from direct access to their own food unless they have money 
to buy it back”; and the situation gets aggravated because of the wastage, 
loss of nutrition and diversity, cost escalation and health hazards caused 
by processing and packaging. 

The second section provides a detailed account of the production 
system, particularly the agriculture and village-based processing, that 
was prevalent about 100 years ago in the Khandesh region comprising the 
present Dhule and Jalgaon districts. The author has gone into a detailed 
analysis of the various facets of the production system of Khandesh — 
land use, cropping system, traditional practices like crop rotation, inter- 
cropping, recycling of wastes, irrigation systems, integration of livestock 
with agriculture, post harvest processing of th eproduce, etc. The pasture 
and forest commons were integrated with agriculture and they provided 
an enormous range of plant and animal products like food supplements, 
fodder, fuel and crop nutrients. 

Though the author refers to the traditional irrigation practices that 
were prevalent in Khandesh, specially the bandharas (bunds) that date 
back to the time of Faruki kings (1370-1600), it is quite surprising that he 
does not mention the famous phad system by name which was in vogue 
in parts of Khandesh (Dhule district) and Nashik district at least from 17th 
century. The phad system offers an interesting case of how people 
collectively managed irrigation water in terms of crop planning, opera- 
tion and maintenance of the system and social discipline in the use of 
irrigation water [Datye and Patil 1987]. According to the author, imposi- 
tion of water tax by the British was one of the reasons for the neglect of 
the irrigation system as the “farmers preferred to take the risk of a good 
monsoon producing adequate yields of suitable crops, rather than grow 
irrigated ones for which they had to pay water tax”. 

In this section the author also takes up two basic crops — rice and 
cotton — for a detailed analysis; shows how the various traditional 
practices associated with sowing, irrigation, fertilisation, weed and pest 
control, harvesting and village-based processing of the produce have 
been sustained over a long period of time. Rab, burning of the plot where 
the rice saplings are grown prior to transplantation with cowdung and a 
thick layer of leaf matter, was widely practised in Konkan. This treatment, 
though on the decline, is still in use and it helps to manure the nursery 
beds, kill weed seeds and probably some of the pathogenic soil organisms 
also. According to the author, the destruction of all these traditional 
systems and practices, which are ‘inherently’ sustainable, began with the 
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policies of the British — first to enclose the forests and commons and 
second, to treat Indian agriculture as suppliers of raw materials for the 
British industry. Cotton is the classic example of this. All these resulted 
in (a) transfer of control from the users to distant authorities who had no 
interest in sustainability; (b) reduced the nutrient availability for the 
agricultural system; and (c) destroyed the village based agro-industrial 
system by depriving them of raw materials and market. This caused 
widespread rural unemployment and migration to cities. 

The third section, which also forms the major part of the book, is a 
detailed narration about “the basic resources available for agriculture and 
technology developed to use them” by the farming communities. It deals 
with all the important resources like energy, air and land, water, genetic 
heritage, knowledge and skills and also various practices related to 
recycling of nutrients, methods used by farmers to maintain the fertility 
of the soil, crop protection including biological pest control methods, 
cover crops to minimise risks, etc. Animal husbandry is also dealt with in 
this section as it has been an integral part of traditional agriculuture. 

Though the author gives productivity figures for certain crops like rice, 
which at least in some cases compare favourably with the productivity 
achieved under the green revolution package, he does not offer any norms 
with regard to the use of organic matter, in the form of farm yard manure 
(FYM), cowdung, crop residue, or green manure which is re-circulated 
within the ecosystem. This has been one of the strong points of traditional 
agriculture and also the most affected under the high input based agricul- 
ture. 

The book also has a small section which suggests that going back to 
traditional agriculture and industry and the traditional practices associ- 
ated with them is the only way for atransition from the present unustainable 
mode of development to a sustainable one. The author has used the 
allegory of the bull standing on four legs in the Krita Yuga, on three in the 
Treta, on two in the Dvapara and only on one in the Kali Yuga to depict 
the progressive degradation of the human-nature relationship over time. 
The author feels that we have two options — either to set the bull back on 
its four legs or to let it collapse completely. Is our choice really restricted 
to these either-or-options? 


MUTUALLY EXCLUSIVE OPTIONS 


The author is highly critical, and rightly so, of the type of research 
activities undertaken by the research establishments and managed by 
‘experts’ which tend to neglect the value of experimentation by farmers. 
In this context Prayog Parivar — a network of farmer experiencers in 
Maharashtra initiated by S A Dabholkar — could be a good recent 
example of farmer experimentation (the author does not mention Prayog 
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Parivar). Prayog Parivar has tried to overcome the limitations of main- 
stream agriculture research. It has also shown that farmers can learn in an 
unstructured way by experimenting themselves. They have sustained this 
process of learning for more than a decade or so. However, such efforts 
cannotbe seen as alternatives to the university-level research as the author 
tends to make it an either-or case. Actually the experience gained from 
farmer experimentation should be able to set the agenda for the university 
level research and the efforts should be to evolve a more participatory and 
integrated approach to agriculture research. In this process, the contribu- 
tion of pro-people scientists and technologists from both research estab- 
lishments as well as outside and of development activists concerned with 
these issues, could be very significant. 

In fact, this also bring us to the wider question of science and 
technology and their role in the development process. The advocates of 
traditional science and technology in their criticism of western science 
(and this straight jacketing of science into western and Indian is not very 
convincing) often tend to take an anti-science stance though it is not 
explicitly stated. This type of an undercurrent can be seen in this book 
also. This is not a position one can possibly agree to: science has 
sufficiently brought forward that nature is not a passive substance and that 
the universe is a single, active inter-related system in which humans have 
to co-habit with nature. However, the problem is that the full implications 
of this have not even been absorbed by the scientific community and it has 
had very little impact on the dominant social outlook towards nature. It 
still sees nature as a passive substance to be acted upon and sees the role 
of science and technology as one of merely making it easier for the 
humans to control, conquer and shape nature according to their whims 
and fancies. This distinction between the possibilities brought forward by 
science and the choices that are made in developing technologies by the 
capitalist, patriarchal and brahminical state is very important if science 
and technology have to contribute positively towards a healthy co- 
habitation of humans and nature. For example it is true that the green 
revolution packages (or capitalist agriculture) and the technologies asso- 
ciated with them have been developed on the basis of modern science. 
However, it is equally true that recent findings and insights provided by 
modern science with regard to various aspects related to biomass produc- 
tion like plant physiology, critical stages of plant growth, role of micro- 
organisms, nutrients, crop-water requirement and effects on crop produc- 
tivity, photosynthesis, crop diseases, pests and integrated pest manage- 
ment, etc, would definitely contribute in a great way to the development 
of alternative regenerative agriculture. 

However, if science has to play such a positive role, then, it has to 
develop through an interactive process between abstract thinking and 
experience, knowledge acquired through prodution. If such interaction 
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does not take place then abstract thinking remains alienated from produc- 
tion; on the other hand, the potential for the development of knowledge 
that exists in the actual production gets stifled and it remains localised, 
individual experience. This is what exactly that happened in India — 
caste and baluthedari system denied the toiling sections, the bahujans, 
involved in actual production, the right to learn and as a result the artisans 
remained where they were and could make very little contribution 
towards new technology development. Whatever skill-base they had 
remained restricted along caste lines. The process which took place in 
Europe was rather different from this; and that is why we find many 
scientists with artisan background or who were involved in actual pro- 
duction. This serious limitation, imposed by the social system, cannot be 
brushed aside when we talk of Indian traditional science and technology. 

The author has created this either-or situation, as mentioned above, in 
many other areas too and water is a glaring example of this. The author 
analyses many of the traditional irrigation systems and he quotes innu- 
merable examples of the oft quoted tank systems specially in peninsular 
India — as examples of sustainable irrigation systems. However, the 
analysis does not provide any new insight than what is already said about 
the tank systems. In a recent study Vaidyanathan (1992) makes an 
interesting distinction between simple, rainfed tanks and system tanks — 
the first being tanks built in a series along the course of the smaller rivers 
or tributaries where each tank gets its supplies from its immediate 
catchments as well as from the surplus flowing from upstream tanks; and 
the second type of tanks are those which have access to water from a wider 
catchment, or diverted from streams/rivers with the help of anicuts 
(diversion weirs) and increasingly in recent times, from large storage 
reservoirs. Because of this, system tanks are replenished more than non- 
system tanks; they have had more secure deliveries and have not been 
affected as much as independent tanks by the fluctuations in rainfall. Very 
often any discussion on tank irrigation (or smaller water sources) seems 
to gloss over some of the important issues like relative submergence, 
irrigation efficiency, reliability of supply, etc. Vaidyanathan’s study 
reveals very clearly that small water bodies, merely by their characteris- 
tics of being physically small, do not posses any intrinsic merit over large 
sources. On the contrary they show higher submergence (though there is 
a qualitative difference between the decentralised, local submergence 
and the submergence caused by big dams); higher costs per ha of 
additional capacity generated; and greater evaporation losses than larger 
water bodies. The study also shows that the gross delta per ayacut (area 
irrigated) is high, of the order of 1000 mm or more, which is not very 
different from the order of gross delta in large systems, except for 
sugarcane dominated areas. Therefore, there is considerable scope to 
improve water efficiency through proper crop choices and practices and 


RJH (New Series) Voll: 4 1995 313 


extend irrigation to those who have no access to water presently. One of 
the suggestions which the study has given for improving the tank 
irrigation is to exploit the possibilities of using tanks in conjunction with 
large canal systems with a priority to assure reliability of water supplies 
to the existing tanks and they cannot be seen as exclusive alternatives to 
large storages. 

If performance of large systems has been poor, the small systems have 
not been very much better off except where NGOs or farmers’ 
organisations/movements have been able to bring about a change in 
perspective and functioning. For example, a couple of years back, the 
people of Chinchani (Sangli district, Maharashtra) had to resort to various 
forms of agitations, including an year long sara-bandi agitation (not 
paying revenue to the government), to get their share of water released 
from the Pare minor irrigation tank and that too under police protection. 
The struggles to restructure the smaller systems are also necessary as the 
struggles against the destructive content of big dams; the fight is against 
the powerful within the village itself — the tragedy is that very often 
environmentalists and advocates of small systems do not realise the 
significance of such struggles and do not ‘want to go beyond the big vs 
small conroversy. The book under review also echoes the limited ‘small 
vs large’ perspective. A recent study has shown as how to integrate large» 
sources (exogenous water) with small water sources (local water) and 
manage the water systems in a decentralised, equitable and sustainable 
manner [Paranjape and Joy 1994]. 


LIMITED PERSPECTIVE 


The author has tried to capture the various nuances of traditional 
agriculture giving a detailed account of hundreds of traditional practices 
covering a wide range of situations (both in terms of space and time). 
However, the framework which the author uses to understand the issue of 
sustainability in general and agriculture in particular, -is very limited. 
Because of this, sustainability is equated with going back to the traditional 
mode of agriculture and minimum human intervention in nature. Though 
the traditional agricultural practices have contributed to a great extent to 
the sustainability of the agricultural production system, how does one 
look at these practices in the changed socio-economic context? To put it 
differently the issue is whether traditional practices can assure liveli- 
hoods. to all, specially in the degraded ecosystems, within a socially 
acceptable time span. 

To answer this we have to go beyond the framework the book offers 
— of going back to traditional agriculture and village-based processing 
— and understand issues like livelihood, sustainability, equity and self- 
reliance in the alternative framework of regenerative agriculture and 
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biomass-based, decentralised agro-industrial development which has the 
potential to go beyond subsistence to sustainable prosperity. In brief, this 
alternative approach is based on: a) primary biomass productivity as its 
starting point and sustainable enhancement of that productivity; b) the 
critical role played by resource assessment, matching resource availabil- 
ity to needs and strategic use of limited external inputs to optimise the 
sustainable productivity gain by appropriate technological choice; c) 
creating equitable access for the rural poor and disadvantaged sections, 
especially the women, to the biomass production facilities (including 
water and land/wasteland) and biomass product as well as local materials 
and renewable energy sources; d) taking account of non-farm livelihood 
activities that are possible; e) creating institutional arrangements and 
conditions for assistance and cost recovery which would provide incen- 
tive for primary productivity enhancement, optimal use of external 
resources, access to productive resources for the rural poor and disadvan- 
taged sections, especially the women; and f) making possible a transition 
to an energy self-reliant, dispersed, industrial system of production and 
livelihoods. 

Sustainability is often equated with environmental conservation (or 
minimum intervention in nature as the author puts it) like soil and water 
conservation, environmental protection, tree cover, etc. There is more to 
sustainability than all these; and itis necessary to establish its relationship 
with ecosystem productivity as well as the use of external input. In this 
context the distinction between primary and secondary productivity of an 
ecosystem is very crucial. Primary productivity of an ecosystem is the 
productivity that an ecosystem will have if all external inputs were to be 
withdrawn from it. Secondary productivity is the increment in productiv- 
ity that results from the use of external inputs. Aggregate productivity, or 
what is actually harvested, is the sum of primary and secondary produc- 
tivity. Increasing aggregate productivity need not necessarily mean a 
rising primary productivity. In fact, though high input agriculture has 
often led to rising aggregate productivity, there is ample evidence to show 
that this has been at the cost of primary productivity (the trend towards 
stagnation in yields despite higher and higher amounts of external inputs 
is a Clear indication of this). 

Looking at sustainability this way means that sustainable practices are 
thus not necessarily practices that deny the use of external inputs and the 
associated increment in productivity. In fact, without taking advantage of 
secondary productivity, it would be difficult to ensure the livelihoods of 
the rural poor in India, and external inputs are necessary to increase 
ecosystem productivity that is falling due to environmental degradation. 
However, the level and manner of external input use should not result in 
a disruption of the basic productivity conserving and enhancing biologi- 
cal cycles and processes within the ecosystem or used, as the author puts 
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it, “within their regeneration limits”. This type of a practice is very close 
to what is now increasingly being called low external input sustainable 
agriculture (LEISA) practices [see Coen Reijntjes, et al 1992]. Modern 
sustainable resource use thus means sets of practices which conserve and 
possibly enhance primary productivity. Thus, the set of sustainable 
practices includes but is not limited to organic farming methods or rainfed 
farming. 

Studies have shown that with this type of a strategy it is possible to 
generate at least three tons of surplus biomass per family after meeting all - 
subsistence needs of food, fodder, fuel and the recycling of about one- 
third of the biomass product for the agricultural crop area. This surplus 
biomas has an important role to play in creating non-farm incomes to the 
resource poor and in moving towards energy self-reliance. 

This requires an informed technological choice in all income genera- 
tion and developmental activity. There is now a very large basket of 
innovative technologies in many different areas (LEISA techniques 
comprise one example in the area of biomass production) which, a) 
maximise the component of local materials and incomes, b) bring down 
the non-renewable energy component (as energy and as materials) 
substantially, typically by a factor of five, and c) represent greater 
opportunities for skill development and non-farm income generation 
avenues for the rural poor. 

Quite unlike the framework which the author provides, in this alterna- 
tive framework, the process of skill building and technology development 
concentrates not only on the artisan and craft traditions of the people, 
which do remain an important starting point. It also aims to involve all the 
resource-poor sections of the rural society (poor farmers, labourers, craft 
persons and women) into a process of development which on the one 
hand, leads to a general raising of skills (and the development of new 
skills) for all the sections, and on the other hand, also leads to the 
development of a stratum of skilled personnel in innovative applications, 
capable of management of resources and motivated by the understanding 
of social need. This stratum — a new producer class - is from all sections 
of the rural poor and possess skills which are not as bound by craft and 
caste traditions. 

This also brings us to the other major limitation of the book — social 
relations of production. In fact, the whole aspect of social relations of 
production that characterised the traditional production system is entirely 
missing from the author’s analysis of sustainability, traditional agriculural 
production system and the knowledge and skill base as well as the 
numerous practices. Unless we take into account the exploitative social 
relationships underlying a particular production system how can we call 
that system socially sustainable? For example, the baluthedari system 
around which the production was organised at the village level had the 
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peasants (in Maharashtra mostly the maratha-kunbi caste) at the centre of 
the production system and the baluthedars (artisans) rendering caste- 
based services to the peasants. In return for the services the baluthedars 
were given bait — remuneration in kirid. However, everyone knows that, 
at a social plane, baluthedari system was based on hierarchy and exploi- 
tation — one’s birth deciding one’s position in the production system and 
one’s access to knowledge and skills. Often this exploitative nature of the 
production system is missing from the writings of those who advocate 
going back to traditional systems or eulogise the self-reliant (or self- 
sufficient?) Indian village systems. It is not to suggest that the author’s 
central concern is nature per se and the humans are pushed to the 
periphery (as many of the ‘elite environmentalists’ do). The only conten- 
tion here is that sufficient clarity on the part of the author with regards to 
social relations of production is not visible in his analysis of the traditional 
systems; nor in the solutions he has offered. To put it differently, both the 
traditional as well as western (capitalist development would be a more 
appropriate term) models of development have to be seen not only in 
terms of human to nature relation alone (natural resource base of produc- 
tion, conditions of production, science and technology) but also in terms 
of human to human relations also. Human to human relation so far has 
been exploitative. This exploitative nature of the traditional system 
cannot be seen as something ‘unfortunate’ (as the author would have us 
believe!) but should be seen as an integral part of the system itself. The 
_ question of social relations of production becomes all the more important 
because the book under review does not restrict itself to the traditional. 
practices alone but offers a framework to understand sustainable devel- 
opment and an approach, though limited, for a transition to sustainability. 

Despite some of the above mentioned limitations, the book does make 
a significant contribution to the debate on sustainable development as it 
has tried to make a very comprehensive critique of the present unsustainable 
mode of development. Also, the author has tried to document the 
traditional practices in one place and the reader would be quite taken 
aback to read about such wide ranging traditional practices. It really 
shows the type of meticulous research and efforts that have gone into the 
writing of this book. The author’s concern for the protection of the 
commons and the access for the resource poor to productive resources like 
land and water could be better appreciated if we see it in the overall 
context of privatisation, commercialisation and degradation of all com- 
mon pool resources —a process which is being accentuated by economic 
liberalisation and globalisation. 

It has to be also emphasised here that traditional practices do have a 
role in the alternative framework suggested above. However, each set of 
practice has to be assessed against this alternative framework to find out 
its relevance or to see how it can be integrated with the knowledge that has 
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now become available on various aspects related to biomass production. 
Instead of going lock, stock and barrel over traditional practices, what is 
needed is a process of participative experimentation by farmers of 
abstracting the inscribed principles of such management (like nutrient 
management, water management, etc) from traditional practices, absorb- 
ing them on the basis of a reorientation of modern knowledge, and re- 
applying them to the changed social and environmental contexts that we 


face today. 

We would end this review with a quotation from Marx which very 
succinctly summarises the contradictions as well as the unsustainable 
character of the capitalist production system. The tragedy is that no debate 
on sustainable development — both by environmentalists and Marxists 
— takes note of this quotation or its significance. Marx says, 

Capitalist production, by collecting the population in great centres, and 
causing an ever-increasing preponderance of town population, on the one hand 
concentrates the historical motive power of society; on the other hand, it 
disturbs the circulation of matter between man and soil, ie, prevents the return 
to the soil of its elements consumed by man in the form of food and clothing; 
it therefore violates the conditions necessary to lasting fertility of the soil. By - 
this action it destroys at the same time the health of the town labourer and the 
intellectual life of the rural labourer. But while upsetting the naturally grown 
conditions for the maintenance of that circulation of matter, it imperiously 
calls for its restoration as a system, as aregulating law of social production, and 
under a form appropriate to the full development of the human race... 
Moreover, all progress in capitalistic agriculture is a progress in the art, not 
only of robbing the labourer, but of robbing the soil; all progress in increasing 
the fertility of the soil for a given time is a progress towards ruining the lasting 
sources for that fertility. The more a country starts its development on the 
foundation of modern industry, like the US for example, the more rapid is this 
process of destruction. Capitalist production, therefore, develops technology, 
and the combining together of various processes into a social whole, only by 
sapping the original sources of all wealth — the soil and the labourer (Capital, 
Volume I). 
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